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FILE NO. 110899 - : ORDINANCE NO. |

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

_ Ordinance amending the San Franc1sco Administrative Code by adding Chapter 93, -

Sections 93.1 through 93 5, to prohlblt llmlted services pregnancy centers from making
false or misleading statements to the public about pregnancy—related services the
centers offer 6r- perform. o

NOTE: . Additions are sm,qle underlme zz‘alzcs Times New Roman

deletions are
Board amendment additions are double-underlined underllned

- Board amendment deletions are smke%hateag#nen%&l

Be it ordained by the People of the City and County of San Francisco:

Section 1. The San Francisco Admihistrative dee is hereby émended by adding
Chapter 93, ‘Sections 93.1 through 93.5, to read as follows: /

SEC. 93.1. TITLE. |

The Chapter shall be known as the P-regnancv Information‘Disclosure and Protection

Ordinance.

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 pregnancies.

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

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

3. Many people have deeply held religious and moral belieﬁs*/ both Supz_ﬁorting and opposing

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 terminagte a pregnancy Is no ldnger available.

Supervisors Cohen, Chiu, Wiener, Kfm, Chu
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5. In recent years, clinics that seek fo counsel clients against abortion have become common

throughout California. These clinics are. often referred to as crisis pregnancy. centers ("CPCs").

Although some CPCs are licensed to provide various medical Services to pregnant women, most CPCs

are not licensed medical clinics.

6. Some CPCs openly acknowledge, in their advertising and their facilities, that z‘hey do not

provide abortions or emergency contracezytiorz or refer clients to other providers of such services.

Some of these same CPCS also openlv acknowledge that they believe abortzon is morally wrong. Maer

CPCs, however seek to mislead women corztemolatmz abortzon into believing thaz‘ their [aczhtzes offer

abortion services and unbiased counseling.

7. CPCs often purchase ”pav per click" ads on online search services such as Google for terms

such as "abortion"”, so that persons searching for abortwrz services will see a link ana’ aa’vertzsemem‘

for the CPC.at thertop of the results page. In additz'orz; many CPCs advertise on bz'llboards, mass-

transit facz’liz‘ies, and through websites.

8. Most clients do not come to CPCS as aresult of a referral from a medzcal professzonal

Clients seekmg znformatzon regara’zrz,g optzons to termzrzate a pregnancy commonlv are experzenczng

emotzonal and physical stress ana’ are therefore especially susceptible to false or. mzsleaa’m,g elemerzrs

in aa’vertzsmg by CPCS These circumstances raise the need for regulaz‘zon z‘hat is more protective of

potential consumers OfDI’E,Q'I'l(lI’ZCV cem‘er Sei"VZC@S

9 Because of the tzme—sensztzve and consrzz‘utzonally proz‘ecz‘ea’ rzarure of the decision fo

terminate a pregnancy, false and mzsleaa’mg advertising by clznzcs z‘hat do not offer or refer clients for

abortion or emergency conz‘raceoz‘zon is of special concern to the City. When a woman is mzsled znz‘o

believing z‘haz‘ a clinic offers services that it a’oes not in fact offer, she loses lime cruczal fo the decision

whether fo termzrzaz‘e a pregnancy Una’er these same circumstances a client may also lose the opnon

z‘o choose a parz‘zcular procea’ure or z‘o z‘ermzrzate the pregnancy at all.

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

abortzons if the centers are oz‘herwzse operating in complzance with this Chapter, and the Czty does not

intend by z‘his C’ham‘er fo regulaz‘_e, limit or curtail such ddvocacy.

' 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 last resort for the City's indiggnt

population.

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

terminate her pregnancy, 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, ana’ the cost to the City that can accrue from such delay, the City

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

clinics offering limited services.

SEC. 93.3.. DEFINITIONS.

For the purposes of this-Chapter, the following terms shall have the following meanz’ngs':

(a) "Abortion" shall mean the termination bf a pregnancy for purposes other than producing a

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

(b) ”Clién.l‘” shall mean an.individual who is inguiring about or seeking services at a pregnancy | ‘

services center.

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

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

a medicaﬂy-recommended amount of time after sexual intercourse; (2) dispensed for that purpose in

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

Drug Administmz‘z’on'z‘o be safe for that purpose.

Supervisor Cohen, Chiu, Wiener, Kim -
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@ "Health znformatzon” shall mean anv oral or written information in any form or medium

that relaz‘es to health insurance and/or z‘he past, presenz‘ or future physzcal or mem‘al healz‘h or condition

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 pregunancy services cem‘er as defi ned in

subsection (g), that does noz‘ directly provzde or provide referrals fo cZzentS fo¥ the followzng services:

(1) abortions; or (2) emergency conlracepl‘zon

{a2) ,"Pre,gnamy services center” shall mean q facility, licensed or otherwise, and including -

~mobile facilities, the primary purpose of which is to provide services to.women who are or may be

pregnant, that either (1) offers obstetric ultrasounds, obstetric sonograms or prenatal care to pregnant

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

| appearance of a medical facility if two or more of z‘he 7’ollowm,gr facl‘ors are present:

(A) The facility offers pregnancy testzng and/or pregnancy dzagnoszs

' (B) T he faczlztv has staff or volunteers who wear medzcal attire or. unzforms

(C) The facility contams one or more examination z‘ables

(D) The facility contains a przvate or Semz—przvaz‘e YOO OF gred conz‘amzn,q medical

supplies and/or medz’cal instruments, -

(E) The faczlzry haS sz‘aff or volunteers who collecz‘ health zn]?)rmatzon ﬁ’om clzem‘s or

(F) The facility is locaz‘ed on the same premzses as a state- licensed medzcal faczlzry or

Lovzder or Shares facility space wzth a state-licensed medical provider.

It shall be prima facie evidence that a facilily has the appearance of a medical facility if it has

two or .more of the characterzstlcs listed above : e

) ”Premzses " shall mean land and zmprovements or appurtenances or any part thereof

Supervfsor Coheﬁ, Chiu, Wiener, Kim ' o : :
BOARD OF SUPERVISORS . A ' Page 4
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(z) "Prenaml care” shall mean services consisting of physical examznatzon pelvzc examination

or clinical laboratory services. provzded to a woman durm,q pregnancy. Clinical laboraz‘orv services

'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.

SEC. 93.4. VIOLATION.

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

perform pregnancy-related services (professional or otherwise), to make or disseminate or cause 0 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 connected with the proposed performance or disposition thereof, which is untrue or

mzsleadzng, whez‘her by Stal‘emem‘ or omission, that the limited services pre,gnancy cem‘er knows or

which by the exercise of reasonable care shoula’ know to be untrue or misleading.

(b) It is unlawful for any limited services pregnancy center, with intent direcz‘ly 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.

‘SEC 93.5. ENFORCEMENT.

(a) The Czly Az‘tornev may enforce the provisions of this C’hapz‘er through a civil action in any

court of competent jurisdiction. Before filing an action under this Chapter, the City Attorney shall give

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

indicate that the limited services pregnancy center has ten (10) days in which fo cure the fal&e,

Supervisor Cohen, Chiu, Wiener, Kim
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misleading, or deceptive advertising. [f the limited Services pregnancy center has not responded 1o the

written noz‘zce within ten (10) days, or refuses to cure the false mzsleadm,cs, or a'ecem‘zve advertising

wzthzn that period, the sz‘v Attorney may fi 7" le a civil action.

(b) The City Attorney may apply to any court of competent iurisdz'cz‘ion for injunctive relief

compellzn,q complzance with any provzszon of this Chapz‘er and correcting the effects of the false

mzsleadzng, or deceptive advertising. Such an znzuncz‘zon may require a limited services pregnancy

center to:

(1) _Pay for and disseminate appropriate corrective advertising in the same for as the

false, misleading, or deceptive advertising.

" (2)_Post a-notice on its premises, in a location clearly noticeable from the waiting agreq,

examination area, or both, stating:

v (4) Whether there is a licensed medical doctor, registered nurse, or other

licensed medical prdetiz‘z'oner on staff at the cem‘er; and

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

emergency contraception are available at the center.

(3) Such other narrowly z‘azlored relzef as the court deems necessary to remedy the

adverse eﬁ’ects of the false misleading, or deceptive advertising on women seekzn,q pregnancy-related
services.

(c). Upon a finding by a court of competent zurzsdzctzon that g lzmzz‘ed services pregnancy center

has Vzolated Section 93 4 of this Chapter the City shall be entitled to recover czvzl z)enalz‘zes ﬁ'om each

and every party responsible for the vzolaz‘zon of not less than fifty dollars (85 0) and not more than f‘ ive

“hundred dollars (3500) per vzolaz‘zon In addzz‘zon if the City prevazls it Shall be entitled to reasonable

atz‘orney s fees and cosz‘s pursuant to order of the court.

Supervisor Cohen, Chiu, Wiener, Kim - _ :
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(e) Nothing in this Chapter shall be interpreted as restricting or otherwise szztzn,q the

enforcement authorzfy that state law or the Charter or Munzcwal Code vest in the City, its agencies,

offi cers or employees or any state agency

145 Noz‘hzng in this Chapter shall be mterprez‘ed as creatm,q a rz,qht of action for any party other

than the City.
(e) Nothing in this Chapter shall be interpreted as restricting, precluding or otherwise limiting

- a separate or concurrent criminal prosecution under the Municipal Code or state law. Jeopardy shall

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

Section 2. Genetal Provisions.
(a) Severability. If any section, subs‘ection, sentence, clause, or‘phrase of this

ordinance is for-any reason held to be invalid or unconstitutional by a decision of any court of

|| competent jurisdiction, such decision shall not affect the validity of the remaining ponions of

the ordi_nanoe.‘ The Board of Supervisore heteby declares that it would have passed‘this
ordinance and each and eyery section, ‘subsection,'sentenoe, clause, or phrase not declared
invalid or unconstitutional without regard to whether any portion of thi(s ordinance would be
subsequently declared i.nvalid or unconetitutional

(b) No Conflict with State or Federal Law. Nothing in thls ordinance shall be
mterpreted or applied so as to create any requ1rement power, or duty in conflict with any
federal or state law. \ ‘

(c) Undertakmg for the General Welfare In adoptlng and lmplementlng thls
ordinance, the City and County of San Franc:lsco is assumlng an undertakmg only to promote
the general Welfare It is not assuming, nor is.it imposing in its officers and employees an

obligation for breach of Whioh it is liable in money damages to any person who claims that

. euch breach proximately caused injury.

/!
Supervisor Cohen, Chiu, Wiener, Kim _ t ’ v
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Section 3. Effective Date. This ordinance shall becq‘me,effect‘ive 30 days_.frorﬁ the

' date bf passage.

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

By: //4

~ERIN BERNSTEIN
Deputy City Attorney

.. Supervisor Cohen,

BOARD OF SUPERVISORS ' : o ' , _ , Page 8
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FILE NO. 110899

LEGISLATIVE DIGEST

[Administrative Code — Pregnancy Information Disclosure and Protection]

. Ordinance amending the San Francisco Administrative Code by addmg Chapter 93,
- Sections 93.1 through 93.5, to prohibit false advertising by limited services pregnancy
centers. L

Existing Law

San Franmsco does not currently have any laws regulatlng the advertising of llmlted services .
pregnancy 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 prowde referrals 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 mlsleads consumers as to the type or scope of the services

. provided.

Background ‘lnformation

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 delayed by deceptive advertising.

Supervisor Cohen, Ghiu, Wienér, Kim . .
BOARD OF SUPERVISORS o ) o i Page 1’
‘ ' "8/2/2011
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Alpha Pregnancy Cenferisa famlly resource center that provides free pregnancy tests, and

information on all of a persons choices when faced with an unplanned pregnancy. But we do not 510p

with that. We work to improve the quality of life for all people in San Francisco. We have a positive
impact on families by helping them raise their chlldren in the city. :

Any parent is welcome to receive an abundance of free supplies that are needed for raising children,
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 center, and regcrdless of Their choice to carry a pregnancy fo term, or terminate fhe pregnancy.

The proposed ordlnance will Ilmn our opportunities fo inform families about our free and confldenhol
help. :

The ordinance also limits on our first amendment nghts All people and groups have the freedom to
determine, where, when, and how 1o speak on issues important to Them :

" 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 attempts 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 foys are needed to raise children?
Some parents might tell you they are; I would telf you it is possible to lovingly raise healthy, creative,
and infelligent children with out toys. Have we been misleading by not directly stating on our list of
services that toys are not regularly provided? If a person asks if we provide 1oys we answer them
directly.

There are other services our center does nof provide.  If a person asks about specific services, we are
upfront and honest. But, like most corporations, we prefer to inform people about what we do
provide. , | B ‘ ,

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. | would be
sad to see our city become embroiled in similar legal battles, wasting limited cny resources in defense
of an ordinance that would probably be found uncons’nfuhonal

Addmonolly pushing 'rhls ordinance forwcrd makes it more difficult for people to'learn cbout the
helpful services of Alpha Pregnoncy Center.

It keeps a woman who is picking soda cans from the neighborhood frash from hearing about our free
food pomry, baby foo'd, and formulo,thcﬁ could help her care for her newborn. '

It closes a young father’s career pathway because he won't hear ’rhat we can help him write a
resume, prepare for interviews, ond secure a job.

573



Young pregnant girls will be left sleeping on the bus, rather than knowmg we can help them find safe
housing. _

New porems will be prevented from attending our free parenting classes. They won't know They can
turn to us to get free diapers and nice clothlng for children of any age. -

Moms will be kepT from hoving a mentor when her teenager deals with unexpected chollenges.

The ordinance makes it harder for people learn creative, budget friendly ways fo care for a fomlly in
classes taught by trained money management counselors, ond receive pnvote consultations from
them after completing the class. : :

In.her video on the San Francisco Government website, Ms. Cohen says that she wants to educate
people on a hedlthy diet, exercise, handling stress, and a healthy Ilfestyle Al of those things are
taught in our Life Skills Class.

She says she doesn't want the cn‘y s families to have to-defend themselves. Alpha Pregnoncy Center is
defending families residing in not only her district but also the districts of eoch of our supervisors. .

Ms. Cohen-also said she wants fo deal with facts, not polifics. We have common gools. Supervisors, |
hope you will not be drawn info 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 allowing me to share my concerns with you.

- Respectfully Submm‘ed

Wﬁ//fﬁﬂfwm

Chastidy Ronan
Alpha Pregnancy Center

Executive Director
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Proposed “False Advertising by Limited Semces Pregnancy Lenters” Ordinance
Unconstitutional On Its Face and As Applied
September 26, 2011

| o : T bl
To the Honorable Members of the City Operations and Neighborhood Services Committee: mm)

‘ 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 hkely 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 v101at10n 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 F irst 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
misleading,” and then (1) issue an extremely short fuse (i.e. 10 days) cease and desist letter; (2)
file a lawsuit for injunctive relief: (3) seek possibly Draconian fines and penalties; and @) collect
attorney’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 dlscrnmnatmn in
enforcement is very high. :

Fourth, the Proposed Ordinance contains a fines and penalties provrsron that bears no
relatronshrp 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

5715



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

Ordinance, the fine can be imposed by the City on “each and every party responsible for the

~ violation,” without specifying how that group of targeted individuals will be determined. The
Proposed Ordinance is not clear on the role of the judiciary in restricting the City’s power to
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. :

" 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 it and perhaps only one other organization
are the only organizations that would be subject to the ordinance. 1t 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. : ‘
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Facts on Induced Abo'rtion
In the United States

INCIDENCE OF ABORTION

¢ Nearly half of pregnancies among
American women are unintended, and
about four in 10 of these are terminated
by abortion. Twenty-two percent of all

- pregnancies (excluding miscarriages) end
in abortion.

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

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

e Each 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. o

1973 19%7 1981 1685

1989

WHO HAS ABORTIONS?

. ® Eighteen 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%.

* 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 abortiens, non-Hispanic black

" women for 30%, Hispanic women for

25% and women of other races for 9%.

. THirty-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 chitdren.

* Forty-two percent of womeri obtaining
abortions have incomes below 100% of
the federal poverty level ($10,830 for a

1983 1397 2001

511

005 2608

,éingle woman with no children). Twenty-

seven percent of women' obtaining
abortions have intomes between
100-199% of the federal poverty level.*

* 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 condem users report having

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

users report correct use.

. ® Forty-six percent of women who have

abortions had not used afcontraceptive
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

*vaerty guidelines are updated periodically in the Federal
Register by the U.S. Department of Health and Human
Services under the authonity of 42 USC 9902(2). .



those who are yovung, 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 practiced 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.

v

o In 2009, the average amount
paid for a nonhospital abortion
with local anesthesia at 10
weeks’ gestatmn was $451.

EARLY MEDICATION
ABORTION

» In September 2000, the U.S.

Food and Drug Administration
. approved mifepristone 16 be

17.1%

*In weeks from the last menstrual period.

marketed in the U.S. as an
alternative to surgical abortion.

e 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 ahortion 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 patiénts
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.

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

<3 weeks

i1 grmorg

women's mental health.

o The risk of death associated

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

® 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.

s 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

578

parental involvement laws, six
in 10 minors who have an
abortion report that at least
one parent knew about it.

. 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.

* 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 patiénts
report-using Medicaid to pay
for abortions (vm:ually all in
states where abortion services
are paid for with state dotlars).

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.
gut‘tmacherorg/pubs/ﬁ_mduced
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. . . . . c .
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. ) . . ]
Results: The median time from the last menstrual perjod 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 fo 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 arrangements. :
Conclusions: Financial limitations and lack of knowledge about pregnancy may make it more difficult for some women to obtain early
abortion. : :

© 2006 Elsevier Inc. All rights reserved.

Keywords: Delay; Abortién; United States; Timing; Process

1. Introduction 2001, the median charge for an abortion was US$370 at

" 10 weeks® gestation, US$650 at 14 weeks’ gestation and
US$1042 at 20 weeks’ gestation) [4]. An earlier abortion is
also less ‘stigmatized 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 statés 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 perforimance of abortions later in
pregoancy [8]. In addition, the later is a woman’s gestation, °
the fewer are the providers to perform the procedure {41,
which can lead to additional delays. :

Over the past decade, the timing of abortion in the
United States has been shifting to early in pregnancy. Due,
“in part, to access to medical abortion, which can be used
during the first 9 weeks . of pregnancy, 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 rélative risk increases
exponentially at higher gestations [3]. In addition, earlier
abortions are less of a financial burden for a woman (in .

* Corresponding author. Tel.: +1 212 248 1111x2270; fax: +1 212 The gestational age at which women fypically have

: : abortions varies by several demographic characteristics

248 1951. . grap : ,
E-mail address: lfiner@guttmacher.org (L.B. Finer). and there is some evidence that these variations are due to.

0010-7824/$ ~ see front matter © 2006 Elsevier Inc. All rights reserved.
doi:10.1016/j.contraception.2006.04.010 - .
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Table 1

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

Reason ‘All women First- tnmester pidtients .Second-trimester patients
It took a long time to make arrangements 59 56 : 67*
I needed time to raise money to have the abortion 26 . 23 - 36*
I couldn’t get an earlier appointment 18 19 13
I didn’t know where to get an abortion 12 10 C 16
I couldr’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 i
I needed time to notify or to get consent from my parents 1 1 1
_ There is a legally required waiting period where I live 2 ) 2 - 1
I needed time to go to court to get permission to have an abortion 0 .0 T 0
Some other difficulty 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 o . 33
1 was worried about the cost 12 10 : 18*-
It took time to talk to my husband/partner 11 10 " 15
I had religious or moral concemns 10 8 : 15
1t took time to tatk 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 36 36 36
I was waiting for my relationship with my husband/partner to change 7 5 ‘9
I was afraid to tell my husband/partner 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 1 became pregnant -4 4 5
I didn’t know that I could get an abortion 2 2 3
[ didn’t think that it was-important to have it earlier 2 2 2
I found out late in the pregnancy that the fetus has a defect or is not normal .02 0 1
1 wag delayed for some other reason ' 6 5 11
n o 615 441 145

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

. differential access to services. Compared to adults, for
example, adolescent women are more likely 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 dispan'ties exist and to
determine how and for whom 1mproved access to abortion
may reduce them.

One way to assess such delays is 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 deciding 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
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time she suspected pregnancy was 33 days; the mean time
from ‘suspecting pregnancy to confirming it via a test was
20-25 days; the mean fime 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 a 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 patients 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 and

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 together provide a more
complete picture of women’s experiences.
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2. Methods

2.1. 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
asked 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 earlier than she did; this
was our prlmary measure of delay. If she said yes, she was
asked: .

.+ “Is onme 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 reasom 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.
Multiple 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 atternpted to obtain an
abortion at some other facility and, if so, why she did not.
Additionally, the questionnaire collected information on
demographic and social characteristics.

2.1.2. Survey fielding
A detailed description of our choice of facilities 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 questlonnalre

Participation was voluntary, and responses were anony-
mous. The ﬁeldmg 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 approximately 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 éomplete 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 borne in mind when consideting 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 elsewhere [10]. Briefly, 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 period 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 présented in this paper - as
representative of the experiences of a larger sample of
women, but is presented to provide a more . detailed
understanding of the process of obtaining an abortion and
to illuminate the nuances of quantitative findings.

2.3. Data analysis

2.3.1. Structured survey
. We used chi-square tests to determine significant differ-
ences across the proportions of women in each subgroup
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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 EITOTS.

All analyses were conducted using Stata, version 8.2. .

Unless otherwise indicated, all associations mentioned were
- significant at p<.05.

To establish gestatlonal duration, we asked women to
report: 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 indicate 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 women,
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
originally reported. Therefore, the findings relating to
timing of events must be considered exploratory, and we
show only bivariate tabulations; no 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
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 pationally representative sample of abortion patients
surveyed in 2000 in terms of age, marital status, parity,
poverty, race, education or religion (mot 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-tnmester patients

- (13.0 weeks or more).

The IDI respondents were shghtly older than the

* structured survey respondents and were more likely to be
" living 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 tespondents 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. '

3.2. Timing of steps to obtain an abortion .

Fig. 1 provides 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
(conﬁrmmg the pregnancy, deciding to have an abortion and
first trying to get an appomtment) 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.

582



338 . h v ) L.B. Finer et al. /Contraceﬁtion 74 (2006) 334344

45

40 =75th Y%ile
. u Mean
- n 35 ® Median
b 33 X Mode ,
% a1 = 25th %ile
30
=26
25
@
>
a8
20
!
15
13’
~ 3 1 2
10 o
B —~8
x7
T6 N I
5 2 R X3 .
- -3
ol : o { 4 4 & - : .
From LMP to ' From first From positive From decisfon From first
 first suspected suspectedto. test to decided fo first tried for atternpt fo date
pregnancy positive test to h,aVe abortion appointment of abortion

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 'commo‘n'

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 interval
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 difficulty 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 from last menstrual period to .suspe'cting

. 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
. not seem to understand that missing a period could be a sign
of pregnancy:

When I missed the first one I was just happy, like, “Yes!”
Then I missed the second 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 I started
getting scared and stuff. (16 years old, poverty status

unknown, no children, 17 weeks pregnant 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 irregular before this pregnancy due to
having had a baby or a miscarriage within the last 6 months

" and/or the use of 1n_]ectable contraception.

3.2.2. Time from suspecting pregnancy fto confirming
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 taking 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 statistically significant,
were small (2-3 days).

Many IDI respondents described a process of conﬁn'nmg
the pregnancy at a doctor’s office or clinic, rather than (or in
addition to) at home; obtaining this confirmation was a
source of delay for some of the IDI respondents because of
lack of time.

3.2.3. Time from positive pregnancy test to deciding 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 2 woman took 7 weeks or longer
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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
shorter (not shown). In addition, women who talked to a
parent about her decision took a significantly longer time to
decide to have an abortion (not shown). On the other hand,
black women took less time to decide. Again, these

BFrom LMP to first suspecte& pregnaricy
IFrom positive test t& decided to have abortion

EFrom first attempt to date of abortion
it
35

All women

* No children
One child

Two or more chiidren

Ne.ver-mam'ed, not cohabiting
Cohabifing

Married

Formery mamied. not cnhaﬁiting
Less than high school éraduate
High schoo! graduate/GED
Some coliegefassociate degree

Callegs graduate

0 10

differences were small, reﬂecting short intervals overall at

this stage. .

Most women in the IDIs who reported no interval
between confirming their pregnancies and deciding on
abortion, voiced a unified theme: from the time they

OFrom first suspected to positive test
™ From decision 1o first fried for appointment

60 - 70

Days

Fig. 3. Mean length of stages in the abortion process, by number of children, relationship status and education, 2004.
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confirmed their 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 I 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 respondents may illuminate
what happens when women take a longer time at this
interval; some interviewees described this dec1s1on—mak1ng
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 I would say no. I would convince him where I
would think it’s a bad decision and he’ll say yes or no.
Then [he’d] try to convince me [. . .] So, it was confusing
at first, but we knew that it was gding 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 abortion) : ' '

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 friend, 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 this
-questwn wrote in “me” or “myself”

- More than half of the IDI respondents said 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 emphasmed the
‘ 1mporta.nce of ¢ controlhng their own destiny.” ‘

)

3.2.4. Time from deciding to have an abortlon to ﬁrst rying

"to obtain an abortion -

Women aged 25 years and older hada shorter time period

~ between making the decision to have an abortion and first

attempting to make an appointmient 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 abomon and first trymg to
obtam the abortjon (not shown). .

As in the quantitative survey, most IDI respondents
began trying to obtain an abortion quickly after deciding,
sometimes even before they had firmly 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. expenenced

decision making as a protracted process.

3.2.5. Time from first trying to. obtain an abornon to
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 longer 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 deciding 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 attempted.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 not get an abortion at
the first facility becanse 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 initially attempting to make an appomtment and
obtaining the abortion.
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Thé most common reason that IDI respondents gave for
visiting other service sites before having their abortion was
to confirm their pregnancy. Some women reported that the
clinic where they 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 sécond-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. Delays 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 trimester
said so, compared to 52% of first-trimester patients.
However, even among women at 6 weeks or earlier, 32%

M From LMP to first suspected pregnancy
CIFrom positive test to decided to have abortion
£ From first attempt to date of abortion

<=6 weoks |

7-8 weeks

" 6-12 weoks

>=13 weeks

said this. Poor women (67%) were also more l1kely to say
that they would have preferred to have had the abortion
carlier than women above 200% of poverty (50%). In
addition, women ‘who said they wanted to have their

_ abortion earlier reported tak.ing more time at almost every

stage of the process.
The IDI respondents were not specifically prompted to
explain why thiey would have preferred to have had their

" abortions earlier than they did, but they often volunteered

this information:

I do [wish I 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. (21 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 insurance to cover the’abortion:

I mean, when I first found out [that I was preégnant], I had
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 itl...]It

3From first suspected to positive test
W& From decision to first tried for appointment

60
Days

©

20.

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 [ were to have it sooner, [ 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 time of
abortion)

A few women said that they had made and cancelled
multiple 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
DI 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 womeri said that it took some time
before they knew they were pregnant or how far along they
were. Much smaller percentages of women cited partner
relationships, fear of disclosure, pressure or clific-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 comm1tments combined with raising their
children, as contnbutmg factors to thexr delay in obtaining
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 -
this 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-trithester patients said so,

compared to 56% of first-trimeéster 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 prefexred to have had their abortion earher) reporting the most common reasons for delay, and odds ratios from

multivariate logistic regressions predicting reasons for delay, 2004

It took a long time to decide

Characteristic It took a Jong time to make arrangements It took some time before I knew I
: : ) _ was pregnant or how far along I was
Bivariate ' Multivariate Bivariate Multivariate Bivariate Multivariate odds ratio
) percentage odds ratio percentage - odds ratio. percentage
Total % reporting reason 59. 39 . 36
Age (years) . .
<17 - 53 : 1.00 27 1.00 57 : 1.00
18-19 58 1.21 4 2.52 26 0.22%*
2024 ‘ 62 © 134 40 221 35 032+
25-29 .- 56 1.01 42 2.19 . 33. 0.32%
30+ 60 ‘ 1.33 32 - 167 37 0.34
Relationship status . : :
Never married and 59 : - 1.00 38 1.00 38 : 1.00
not cohabiting C : '
Cohabiting i 53 ) 0.76 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 ] . : ! . .
White 58 1.00 30%+* © 1.00 42+ - 100 -
Black . 62 - - 116 44 1,730 28 0.47%*
Hispanic 55 - 0.83 47 1.86* 31 ) 0.55% -~
Other S 65 1.54 7 233% 48 1.27
Poverty level ] : : ) . '
<100% ’ 65 1.00 41* 1.00 3 : 1.00
100-199% 57 ) 0.77 36 0.86 31 - 0.61%
200+% . 53 0.55+* 32 0.79 38 : 0.82
Missing 63 . ' 0.84 47 1.39 36 . - 073
n . - 567 . 530

585 516 ) 458 - 433

* Statistical significance at p<.05.
** Statistical significance at p<.01.
*#* Statistical significance 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 gestations 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 delay. 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 beginning to seek services.

However, the IDIs indicate that these stages are not so
easily quantified, perhaps because women find it difficuit 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
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time before they knew they were pregnant. Taken together,
these findings indicate a clear lack of krowledge among
some younger teens about the basic aspects of pregnancy and
the specific signs of pregnancy, and imply that increased
instriction 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 DI
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 ‘fo have had their abortions eatlier 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 dre 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 reported longer intervals at each stage of the
process; in particular, problems in suspecting pregnancy

were an important cause of delay. In addition, several

Jogistical and personal factors were reported by a similar
proportion of second-trimester patients, and reasons 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 ﬁnan01a1 constraints and difficulties in
accessing abortion. :
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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
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 other 13 do
so pursuant to a court order) [19]. Moreover, the clinical and
financial implications 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 removed and if wormen, espe-
- cially young women, were better educated about how to

recognize pregnancy. However, making these structural.

changes would require systematic and comprehensive efforts.
At the same time, it is important to note that the discovery of
fetal anomalies or maternal health problems accounts for

somie 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 mamtam the
accessibility of second-trimester abortlon services.
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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 Women/Silver Ribbon
Campaign, which aims to increase the voice, visibility and unity of the

pro-choice majority.

We appreciate Superv1sor Malia Cohen's leadership as a champion of the
Pregnancy Informatlon Disclosure and Protection Ordinance. We also
thank our colleagues who are here today to support reproductive. justice,
ihcluding many Silver 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
pregn_ancy centers in San Francisco from making false or misleading
statements to the public about pregnancy-related services 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, and also

looked at fheir website. The search for “abortion San Francisco” fdund a

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

. organization there.

Center for Policy Analysis, P.O. Box 29586, San Ffancisco, CA 94129 « Ellen R. Shaffer & joe Brenner, Co-Directofs
Phone: 415-922-6204 + fax : 41 5-885-4091 ¢ email : ershaffer@gmail.com * www.equalhealth.info
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Testimony To San Francisco Board Of Supervisors-
Ellen R. Shaffer, PhD MPH, Trust Womern/Silver Ribbon Campaign

p2 :
The ﬁrst quote 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 [ wouldn’t have to go through this again.” - Client who

chose to terminate her pregnancy

t

" We have posted a video clip that shows similar fake “clinics” baldy. lying to womén,' for example

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

e

http /www.voutube.com/watch?v=7jvz]35zhvQ

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

"Thirty-eight years after Roe v. Wadé recognized a woman’s right o make her own childbearing
decisions and legalized abortion nationwide, a newly inténsiﬁed drive by anti-abortion forces

'~ who refuse to accept the law of the land has Seriously imperiled women"s ability to exercise that
right. Opponents of abortion rights know they cannot achieve their ultimate goal of an outright

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

obtain."

‘vThese deceptive practices are most likely to victimize the most vulnerable. In 2006, poor women had
an unintended pregnancy rate five times that of higher-income. women, and an unintended birth rate
six times as high. With improvements in coverage for contraception and its effectiveness, the rate of

_unintended pregnancies declined among middle and upper-income women by 29%, from 34 per
1,000 women aged 15- 44 in 1994, to 24 pef 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 to 132 in 2006—a 50% rise over the period. Poor women’s high rate of unintended '
pregnancy results in their also having high—and increasing—rates of both abortions (52 per 1,000) '

and unplanned births (66 per 1,000). h’ttp://oursilverribbon.org/blog/?p=287

The Trust Women/Silver Ribbon Campaign is confident 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 + Ellen R. Shaffer & Joe Brenner, Co-Directors
Phone: 415-922-6204 ¢ fax : 415-885-4091 + email : ershaffer@gmail.com + www.equalhealth.info
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Letter from Flrst Resort Founder Shari Plunkett o /m@’;:’“ﬂu
' Dated: 4/14/2012 | - R

Urgent Prayers Needed!
- a thought from Shari Plunkett-

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 to 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. b
We've prayed and prayed and we see no difference. We've brainstormed dlfferent
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 determlne
~how far along you are. We don't do abortions, or provide referrals
but come in
anyway. We can help.” We are seelng little difference. All day long women
are hanging up too quickly, without taking the time to hear about the real help
they can get, and without knowmg the other options available to them!
We feel powerless but prayer is the conduit through which power from
heavenis . '
‘brought to earth!” (O. Hallesby) Please pray that God will speak that still
small voice to them 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 cIOsmg 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 help 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 being, and you desire for each one to know you and-to
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 nothing to get in her way of making it to First
Resort.
Amen!
~ Shari
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1833 Rlimaore St.

} 3 Floor
San Franclsco
California 94115
£15 379 7800 tel
415 379 7804 fax

womens

community
clinic

 September 26, 2011

Dear San Francisco Board of Supervisors City Operations & Neighborhood Services Committee:

| am here today on behalf of the staff, volunteers, and clients of the Women's Cprhmunity Clinic. For the past
12 years the Clinic hase been a‘place whére 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 manipulated by fake clinics, or “crisis pregnancy centers” (CPCs}, which
targéfc women using deceitful marketing practices'and withhold the full range of pregnancy options — namely,

unbiased information on abortion.

Crisis Pregnancy Centers are incredibly misleading. Many givé medically inaccurate information 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 communicatiohs 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 adyertiseménts is First Resort, a CPC, with-“Abortion Info — Women’s

Pregnancy Options” listed above the link.

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 repres‘énts a commitment to providing women seeking contraceptives or facing unintended '
pregnancies with the unbiased, medically accurate information that no one should be denied.

[

Sincerely yours,

: 72
NI 4
{//r)/é{{‘%/i?/

.
Diana Taylor, NP

Advisory Board Chair

wamenscommunityclinic.org
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Risk Factors Assoaated With Presentlng for
Abortion i in the Second Trlmester

Eleanor A. Drey, mp, EiM, Diana G. Foster, PhD, Rebecca A. _]ac/cson MD, Susan J. Lee, jp,

Lilia H. Cardenas, and Philip D. Darney, M, Mse

' OBJECTIVE: .To determine factors associated with delay
of induced abortion into the second trimester of preg-
nancy. ’ _

METHODS: Using audio computer-assisted self-inter-
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:
average gestational durations 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 delays 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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-Half of the 70-day difference between the

presence of nausea or vomiting, prior abortion, and
contraception 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 due to delayed recogmtlon of

and testing for pregnancy. ;
(Obstet Gynecol 2006;107:128-35)

LEVEL OF EVIDENCE: 11-2

Seco‘nd -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
performed after 12 weeks of gestation may be costlier
for women in many respects—financially,* emotional-
ly,5- 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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frigeimme ey (3
IR L0 D A G IR o S B L R ¢




delay and found that younger, unmarried women
with less education and no previous pregnancies tended
to seek abortions later. 7! 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, '3 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—ass1sted 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
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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 ch.mc, 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 instrument 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 part1c1pat10n

The primary outcome: variable was gestatlonal du-:
ration at the time of abortion as determined by ulira-
sonography, which was dichotomized to second (= 13
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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 trimester 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 variables, we estimated we would need an
additional 30% for a total of 390.

RESULTS -
According to study design, subjects were divided
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 difficulty obtaining Medi-
Cal. Second-trimester subjects were also more 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 contraceptlon :

at the time of conception (Table 1). :
Women having second-trimester abortlons 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 sub_]ects were asked to 1den11fy from a list of 21
factors which ones, if any, had caused delay in obtaining
an abortion and Wthh 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-triméster 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). Ad 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 obtaining. Medi-Cal (7.3% ‘versus
1.6%, P< 01).

When asked which single factor caused 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 delay 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).

OBSTETRICS & GYNECOLOGY .




Table 1. Baseline Characteristics of Women Seeking Abortion (%)

Characteristic 1st Trimester (n = 197) 2nd Trimester* (n = 207) -P
Age (y) ' : : 08

s g L2561 - ‘ 256 . .
20-29 < 49.7 © 517
30-46 25.1 22.7

" Race/Ethnicity L <.001

Black 40.8 40.6

Latina 33.0 18.4

Non-Latina white 8.4 22.2

Asian - 13.1 9.7

Other 4.7 8.7 . )
Foreign bormn 31.9 101 <..001
Residence ’ ‘ < .001

San Francisco {traveled < 1 h) 80.1 53.6

Bay area (traveled 1-2 h) . 16.8 324

Other Northern California (traveled > 2 h) 3.1 14.0 o
Household income < $20,000 40.3 275 < 01
Education - : <.05

Less than high schoo 33.7 28.0

High school diploma 42.1 55.1

Beyond high school 24.2 16.9 :
Insurance i . : 4

None 15.6 16.1

_ State-funded (Medi-Cal) . 61.1 548
Health maintenance organization/private 23.4 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 a%.)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 .6
Prior second-trimester abortion* T 14.7 314 <.001
Menstrual characteristics. ' ‘

. Unsure of last menstrual period 23.0 372 < .01
Irregular periods 19.9 25.1 © 2
Did not track periods 15.7 164 8
Thought herself to be infertile 10.0 82 - 5
Spotting/bleeding duting pregnancy 26.7 '23.7 5

Using contraception at time of pregnancy 72.3 67.6 3 -
Condoms R 47.1 44 .4
Depot medroxyprogesterone acetate 6.8 58 -
Oral contraception 11.0 14.0
Other : 13.1 8.2
Pregnancy symptoms o .
Nausea/vomiting 81.2 67.6: <.01 |
lo“ié'ﬁdness 80.6 69.6 <.05
ér pregnancy symptoms 7.9 93.7 <.05
Medical f.'an:togl_:s1 Y ymPIeRE ‘
Regular use of drugs/alcohol -16.2 24.6 <.05
" Obese or overweight 34.0 30.0 4
. Logistical factors
eferred from other clinic(s) oo 58.1 86.0 <.001
Difficulty finding an abortion provider 25.7 449 <.001
Difficulty arranging transportation 11.5 22.2 <.01 .
' Difﬁcul?' getting time off work 27.8 24.6 5
Emotional factors :
Difficulty deciding 54.5 57.0 6
In denial that pregnant’ 48.2 54.1. 2
Feeling sad or depressed 64.9 66.7 7
Afraid to have the abortion 69.6 792 05
Felt abortion was morally wrong 48.7 46.1 6
Moderately/very religious 68.1 57.5 05
Interpersonal factors : C
onflict with partner 15.7 16.9 7

Conflict with friends and/or family - ’ 35, . 27.1 1 -
* Second trimester defined as = 13 weeks of gestation. ’

VOL. 107, NO. 1, JANUARY 2006 ‘ - Drey et al Factors in Abortion Delay Into 2nd Trimester 131




Table 2. Time for Each Step Among Women Obtaining Abortions in the First and Second Trimesters
S Mean Time for This Step (d)

1st 2nd " Difference In 2nd Trifnester 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 27.8 . : 13.1(19) 58

3) Pregnancy testing to deciding to abort - 4.6 16.0 © o 11.4(16) 65

4) Deciding to abort to making st call 5.3 11.7 ~ 6409 71

5) Making first call to calling our clinic 28 - 15.8 13.0(19) 88

6) Calling our clinic to abortion 9.9 13.6 : 3.76) 100

Total time: missed period to abortion - 351 105.1 70.0 (100) ' ' '

* This value is the difference in tean 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 t6 total time due to missing values for some of the steps. Pvalue
for first versus second trimester at each step was < .001. .
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)'vFactors Caused Delay
and Which Single Factor Caused the Most Delay .

Factor Cited as a Cause of Delay Single Factor That Caused Most Delay

1st Trimester . 2nd Trimester’ 1st Trimester -2nd Trimester
(n = 191). (n =207) (n = 191) (n = 207)
- None - ‘ _ 361 ., 14.0* 37.2 . ‘ 14.0%
Did not suspect pregnancy ' 19.9 Lo 343 7.3 16.4f
In denial _ , 110 213t .16 . 7.3t
Bleeding/Spotting thought to be menses 6.8 .97 - N | 58
Using contraception . - 6.8 : 8.7 26 2.9
Breastfeeding 0.5 0.5 . 0.0 - 0.0
Thought herself to be infertile 11 24 00. . 0.5
Logistical factors - 304 63.3* - 194 ‘ 30.0%
Difficulty finding an abortion provider 6.8 _ 19.8* 2.1 ©. 53 .
Referred to othier. clinic(s) _ 12.6 . 47.3* ) 7.9 17.4%
Distance frpm clinic : : 3.1 . 8.7% 1.6 ) 1.9
Difficulty with transportation 3.7 9.7+ 11 . 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 . 419 - - - 512 25.1 - 25.6
Difficulty deciding : 19.9 E 30.4% S 7.3 9.7
- Something happened to change her mind 7.9 12.6 26 - - 2.4
Feeling sad or depressed S 215 280 ) 3.7 34
Afraid to have the :abortion ’ 262 34.8 6.3 : 7.7
Felt abortion morally wrong - 10.5 6.3 52 24
Financial factors =~ 152 . 20.3 58 7.3
Difficulty with state funding (Medi-Cal) 1.6 7.31 11 : 24
v, Difficulty with insurance 4.7 . 53 o L1 1.9
Difficulty paying for abortion - (110 11.6 : 3.7 2.9
Interpersonal factors . 16.8 21.7 47 : 6.8
Unsupportive partner ' 136 - 19.3 47 <58
Unsupportive family/friends o 4.7 . . 39 - 0.0 . 1.0
Total number factors cited (mean = SD) 2025 31627 -

SD, standard deviation. :

Data presented as % or mean * SD, as indicated.
* P <.001.

TP< 0L’

P < .05.
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Using multivariable 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 provider (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), prior
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 studies, women who have second-
trimester abortions typically discover relatively late

that they are pregnant.'>!* 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- trimester 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 testing for
pregnancy.'2!4 Second-trimester, patients were less
certain abont 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

Decreased odds 2™ trimester abortion
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increased odds 2™ trimester abortion
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Odds Ratio
Factor (95% CI) (95% CI)
Reproductive/Medical 09
No children od -~ 0.9 (0.5-1.6)
Prior abortion p—refl———y | . 59 0.4 (0.2-0.8)*
Prior 2nd trimester abortion 12 pem———llem——] 5.0 (2.8-12.5)"
Abuse of drugs or alcohol "——‘——1'1——‘" 1.2 (0.6-2.5)
Obesity/overweight 0 5"_—“_‘ 1.1 (0.6-1.9)
Using contraception —— 0.5 (0.3-1.0)*
Pregnancy symptoms 04 .
" Nauseafvomiting I-—T 0.4 (0.2-0.8)
Tiredness S 0.6{0.3-1.2)
Spotting since LMP —a—— 0.8 (0.4-1.5)
Menstrual characteristics 12 :
Periods irregular '—_—'—‘:" 1.2 (0.6-2.4)
Unsure LMP I — 2.3(1.24.2)
, Logistical/financial factors : ©4q . :
Initially referred to elsewhere 2';—"—"'" 4.1 (2.2-7.9)
Difficulty locating provider I—IZT—I 2.3(1.34.0
Traveled >2 hours . X ™ ! 2.7 (0.8-9.3)
Difficulty with transportation ————} s 1.1 (0,5-2.3)
Difficulty with state insurance 12 t i i 4.4 (1.5-13.0)"
Difficulty financing abortion —t— 1.2 (0.6-2.2)
Emotional factors.
’ N . 1.0}
Feeling sad or depressed 5 1.0 (0.5-1.8) : )
in denial that pregnant ' '0?—"——" 1.3 (0.8-2.2) Figure 1. Factors associated
Difficuity deciding ‘ ,__.‘.___41 . 0.8 (0.5-1.5) - with second-trimester abortion
Afraid of abortion : Hy——— 1.8(0.9-3.6) by mulrs\vadrlellbledl_oglst(ljc ;egfeii
Felt abortion morally wrong ——t———i 1.2 (0.7-2.2) sion. Model adjusted- for a
08 variables shown plus demo-
Moderately/very religious S 0.6 (0.3-1.1) »graphlc variables (age ethnic
Interpersonal factors A
P . Sl ity, income, education, marital
Unsupportive partner o8 | 1 1.1{(0.52.2) status, parity, and insurance).
Unsupportive family or friends e 7 0.8 (0.4-j.6) *Bolded lines indicate P < .05.
’ e ' e Drey. Factors in Abortion Delay
0.1 1.0 100 20.0
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.woma‘n 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 impottant 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 batriers may have been
more onerous for second-trimester patients, given the
increased cost of second- versus first-trimnester 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 no 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 from a larger geographic region and
are therefore more heterogeneous with respect to
ethnicity, education and other demographic features.
Conversely, women who obtain first-trimester abor-
__tions live nearby and are disproportionately Latina or
African-American, foreign born and low income (Ta-
ble 1). Our study also may have been limited by
biases associated with observational studies, such as
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volunteer bias and recall bias. Despite using audio

- compuiter-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

o find a provider, with delay further increasing.

medical risks. Several public health measures might
decrease the frequency 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 care 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-trimester
abortmn '
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Contmumg Medical Educatlon Credits Now Available for the
- Clinical Expert Series

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

1. Log on to www.greenjournal.org to view the a.rtlclc and take the CME quiz (note: you
st activaté your online subscription to gain access to the article and qui) :

2. Download the qu1z (in Microsoft Word format)

3. Complete the quiz and save your answers

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

The American College of Obstetricians and Gynecologists (ACOG)* des1gnates this cduca-
tional activity for a maximum of 2 category 1 credits toward the AMA Physician's '
Recognition Award or a maximum of 2 category 1 ACOG cognate credits. Each physician
should claim only those credits that he/she actua]ly spent in the activity. :

_*The American College of Obstetricians and Gynecologlsts is accredited by the Accreditation Council for
Continuing Medical Educanon to provide continuing medlcal education for physicians.
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Stop Deceptive Advertising by Fake Clinics
Petition Sponsor:ed by Bacorr (Bay Area Coalition for Our Reproductive Rights) and Chaﬁge.org

Dear San Francisco City Supcrvisor,
Tam outraged at the false advertising and mampulaﬂve tacucs used by [dke clinics - or Cnsns Prwnanuy Centers
(CPCs) - in San Francisco. ’
CPCs are deceiving women into visiting these limited service centérs onfy to dcny them information or misinform
- themn about abortion and birth control. Women deserve accurate, comprehensive medical care from a
keowledgeable, honest professional.

According to a Coogressional study, 87% of these fake chmcs provide inaccurate and misleading information by
claiming that abortion increases the risk of brcasl cancer, infertility, drug addiction and mental illnesses - including
suicide. -

Truth-in-advertising bills have been passed in Baltimore, MD and Austin, TX, requiring limited service centers to
post sigas stating they do not offer birth control information, provide abortions or referrals.

Supervisor Malia Cohen has introduced the Pregnancy Information Disclosure and Protection Ordinance that
requires limited service centers to accurately say what services they provide. This bill protecrs women from false
advertising and potential delavs in reccwmg essential medicat care.

This measure is about consumer profection. and truthful advcmsmu T ask for your pubhc support and vote for this
neccssary bill, -
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e N
N ettt s ey 8

603



Somer Loen
David Elvecrog
Ariel Gillaspy
Sahar Driver
Ellen Shaffer -
Karla Milosevich
~ Craig Phillips
Carol Mirakove
Hans Huang
Beatriz Dominguez -
Raj Patel
Lauri Fried-Lee
Julie Trachtenberg
Mark Weinberger
_ Jeffréy Nigh
‘Amber Yust
Donna Boland
Eric Godoy .
“Michael Kelly
Onnesha Roychoudhuri
Courtney Rump
Michael Kavanaugh
Kate Lavin
jay Kammen
Eric Wells
‘Margarita B.
Stacy Martin
Heather Christy .
Erica Fox
. B.J. West
‘Meredith McNeilt
john stokes
Christian Figueroa
Claire Swanback
caro! shinker
Chris Gwartney
pable espinoza
David Marin
Maggie Maorrow
. Chandra Friese
- Kate M
Carlos Stelmach

- Lee Block."

vicki leidner

Ona Reiter

Susan Pishgar
Martha Rodriguez

san francisco

San Francisco
San Francisco

~ san francisco -

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

-San Francisco
San Francisco

San Francisco

San Francisco

San Francisco

SAN FRANCISCO

San Francisco

‘San Francisco

San Francisco
San Francisco
San Francisco
San Francisco

‘San Francisce

san francisco

--San Francisco
San Francisco’

San Francisco

san francisco
" San Francisco

San Francisco
San Francisco
san francisco
San Francisco
San Francisco
san francisco

San Francisco.

San Francisco
San Francisco
San Francisco
San Francisco

‘San Francisco
* San Francisco

San Francisco
san francisco
San Francisco

San Francisco .

San Francisco

604

CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA

CA
CA
CA
CA
CA

‘CA

CA

CA

cA

CA
CA

" CA

CA
CA
CA
CA
CA
CA

CA |

CA

CA
CA
AL

- CA

94122 USA
94127 USA
94118 USA
94110 USA
94129 USA
94110 USA
94131 USA

94114 USA -

94112 USA

‘94109 USA

94107 USA
94121 USA
94107 USA
94121 USA

94127 USA

94131 USA.
94123 USA

94122 USA

94118 USA
94110 USA
94115 USA
94115 USA
94133 USA

94117 USA

94134 USA
94121 USA
94110 USA
94114 USA
94117 USA
94110 USA
94107 USA
94131 USA
94109 USA

04114 USA -

94131 USA
94114 USA

94110 USA .
© 94131 USA

94110 USA
94118 USA
94133 USA
94103 USA
94121 USA
94110 USA
94102 USA

. 94102 USA

94131 USA



Bonnie Honniball
' Rosana Francescato
Maya Finlay

Maria Morales \
Liz Caine

Kirk Mills’

Ana Fonseca
Chetan Murthy
Joy Arakaki

Ron Schmidt
Margaux Buehl

. Dana Hall

Lisa Delmar-Edmonds
Jennifer Cedar-Kraft
kelly waters

Sarah Stuart

" Margaret Marie Mosher
May Tulin

David Landeck
Nathan Marken
Claudia Mahecha
Bianca Galladora -
Sadie McFarlane
Kimberly Garrison
Elisabeth Stevens -
Sean MacMannis
Marcia Segura

Erik Schnabel

Jenna d'Anna
Wendy Lyon

JOHN WEINSTEIN
Ellen Holmes
Dianne Gallo
Charlene Zvoléne‘k
Jordan Wheeler
Christopher Dare
Michael Phillips

- Susan Bryan

Alex Mechanic
Nancy McNally
Howard Newville
Rita Fahrfner
Heather Sparks
carmel oconnell
Xiao Wu
Mitch Dalition

~ Dara Engel

" San Francisco
San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

San Francisco -

San Francisco

San Francisco .

San Francisco

San Francisco .
San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

- San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

San Francisco,
" San Francisco
- San Francisco

San Francisco

San Francisco -

San Francisco
San Francisco

San Francisco

San Francisco
san francisco

~ San Francisco

San Francisco
San Francisco

605

CA
CA
CA

" CA

CA

CA

CA
CA

-CA -

CA

ICA'

CA
CA
CA
CA
CA

' CA

CA
- CA

CA
CA

CA

CA
CA
CA

CA

CA
CA
CA
CA
CA
CA

ep9Q

CA
CA .

CA
CA

CA

CA

CA

94122 USA
94107 USA
"94115 USA
94134 USA
94109 USA

94110 USA -

94131 USA
94114 USA
94132 USA

194132 USA

94114 USA
94107 USA

94134 USA

94102 USA
94107 USA

94115 USA

© 94110 USA
94103 USA

" 84116 USA
94110 USA

94107 USA

94121 USA

94112 USA

94127 USA
94115-4408 . USA

94122 USA

94103 USA
94103 USA
94117 USA
94131 USA
94131 USA
94123 USA
94108 USA
94116 USA
94110 USA
94117 USA
94122 USA
94102 USA
94117 USA
94122 USA

© 94122 USA
94110 USA
94122 USA

, 94118 USA

94158-1505  USA

94117 USA

194122 USA

S

T'



Steve Burton

~ Bobbie Sellers

' Matt Dreyer
Dror Schneider

~ David Nims
Breanna Peters
Lenny Tremmel
Megan G
Carol Anna Lind
Rebecca Gitlin
Katey Chikasuye
Annika Bryntse
Nancy Dalwin
Pratima Gupia
Michael Morrison
Mitch Dalition

- jacki taylor

Emma Greenham -

Susan VanKuiken
carale Loo
_ Siu ling Chen

Rev. Amy Zucker Morgenstem

mairead kiernan
Martha Curtis
Wwilliam Eichinger
Sheila Ganz
Kenneth Holford -
aaran small’
Katherine Dauser
holly holbrook
Regina Jenkins
lani mulholland
Jasmine Fraser
michael chueh
Millie Phillips
Cara Givens
Michael Kemper
. Daniel Rohrer
Matt Flynn
phoebe brueckner
Dr Charles Moser
Vincent Mak
Justin Blake
" Kelly Krause
Deborah Parsons
Bonnie Faigeles

Suzanne Davidson

San Francisco
San Francisco

SAN FRANCISCQO

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San.Francisco
San Francisco
san francisco
san francisco
San Francisco
san francisco

San Francisco
San Francisco -

San Francisco
San Francisco
san francisco
san francisco

- San Francisco

San Francisto
San Francisco

San Francisco -

San Francisco
San Francisco

San Francisco

606

CA
CA

CA

. CA
CA.

CA

.. CA

CA
CA

CA -

CA
CA
CA
CA
CA
CA
CA

. CA

CA
CA
CA

CA

CA

CA

CA
CA
cA
CA
CA
cA

CA

cA
CA
CA
CA

CA-

cA
CA
CA
cA

CA
CA
CA
CA

CA

CA

CA

94103-4314  USA

94109 USA
64128 USA
94112 USA
94133 USA
94117 USA
" 94115 USA
94118 USA
94117 USA
94110 USA
94115 USA
94115 USA
94114 USA
' 94117 USA’
94121 USA
94117 USA
94114 USA
94109 USA
94115 USA
94134 USA
94131 USA
94110 USA
94112 USA
94114 USA
94114 USA
94122 USA
94127 USA
94131 USA
94131 USA
94115 USA
94122 USA
94112 USA-
. 94127 USA
94115 USA
94110 USA
94110 USA
94109 USA
94121 USA
94114 USA
94110 USA
94110 USA
94102 USA
94110 USA
94109 USA
94117 USA
94107 USA
94121 USA



Alicia Sisca
Alison Kamber
Anjelika Petrochenko
Katie Moyer

Uly Silkey-
chanda williams
Gloria Donchue
JN. Garrett Ii
Kathryn Grace
Jeramy DeCristo '
Sandy Minella
andrew pierce
Spencer Strub
Kristine Mbser .
Dinh Luong
Nancy Edmonson
David Wilson
Sarah Mark
Nichole Gerard
mike kappus -
shannon mccarthy
John Mchr ‘

- Bradley Buck

. Erik Schneider
‘William Doherty
Elisabeth Clobucker
Kelly Lloyd
Maria Cora
Carl Jech
Kristen Lee
jazzie collins
Robert Hyman
Rick Kitagawa
Ryan Mattson
_ Cynthia Armour
S Steuer
Basil Shelton
Steven Hiatt
- Dennis Wininger
_Peter Menchini
‘Nadine May
Mark Sulzman
Caralyn Kernberger
Alex Dingle
dorit grunberger
Kathryn Ryan
Eieanor Rosenthal

‘San Francisco

San Francisco
San Francisco
San Francisco

_ Sdn Francisco

san francisco

San Francisco.

San Francisco
San Francisca

San Francisco

San Francisco
san francisco

San Francisco

San Francisco

- San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
san Francisco
san francisco

San Francisco .

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

- san francisco

San Francisco
San Francisco

San Francisco -
_ San Francisco
"~ San Francisco

San Francisco
San Francisco
San Francisco

San Francisco
San Francisco

San Francisco
San Francisco
San Francisco
san francisco

San Francisco -

San Francisco

607

CA
CA -
CA”

CA

cA.
. CA .
cA

CA
CA

" CA

CA

S CcA
CA
CA

cA
CA
CA

- CA

CA

CA

CA
CA

CA
CA

CA

CA
CA

CA

CA
CA
CA

CA
CA

CA

CA

CA

CA

CA

CA
CA

2L

94110 USA
94107 USA
94102 USA
94112 USA
94117 USA
94131 USA
94110 USA
94114 USA
94117 USA
94110 USA
94115 USA
94122 USA
94110 USA
94114 USA
94129 USA
94132-1053  USA-
94107 USA
94114 USA

94115 USA

94116 USA

94109 USA

94102 USA

94102 USA

94110 USA -

94110 USA

94133 USA

94109 USA

94132 USA

94131 USA

94117 USA

94103 USA

. 94131 USA
94115 USA

94118 USA

94111 USA
94110-5845 USA

- 94131-2006  USA -

94121 USA
94117 USA
94114 USA
94118 USA
94110 USA
94131 USA
94112 USA
94112 USA
94103 USA

© 94115 USA



Paul Schreibet

Maria Arabalos
Coral Brent

Anne Randolph
Sister Bernie Galvin
" lames Ferrigno
‘Beth Gregory

loan Breiding
Robert Mansfield
. Steve Vender
' Douglas Estes
Maya Kevin
‘morgan reed

Gay Chung

Carlos Rodriguez
Thomas Ehlenfeldt
‘Heather Little
tehmina khan
Francesca Rosa
Helen Hui

Leslie Veen

Susie Coliver
valarie elise stengle
Ananda Destefano
Herschell Larrick
Shruti Swamy
-Jorge Castillo

Jeff Pena

Gregory Coyle
james prichason
Stephanie Andrews

Catherine Rauschuber ’

Cary Friedman
Michele Bouvier
“ Elin Horwedel
Stacey Mangni
Brad Vanderbilt
Catherine Fox
William Fobert
Francisco Hulse
Kelsey MclLaughlin
Lisa San Gabriel
Jason Villalobos
Jack Mou
shirin ardakani
" Rosie Hanna'
Sean Coady

San Francisco
San FRancisco
San Francisco

San Francisco-

San Francisco

San Francisco -
San Francisco -

San Francisco
San Francisco

- San Francisco

San Francisco
San Francisco
san francisco
San Francisco
San Francisco

San Francisco -

San Francisco
san francisco

San Francisco

San Francisco
San Francisco
San Francisco
san francisco
San Francisco
San Francisco
san francisca
San Francisco
San Francisco
San Francisco
san francisco
San Francisco

San Francisco .

San francisco
San Francisco
San Francisco

- San Francisco.

San Francisco
San Francisco
San Francisco
San Francisco

San Francisco
~ San Francisco

San Francisco
San Francisco
san francisco
San Francisco
San Francisco

608

‘CA

CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
€A

CA

CA

CA

CA

CA

CA
CA
CA
CA

€A .

CA

CA
A

CA
CA
CA
CA
CA

" CA

ca
CA
CA
CA
CA
CA
CA
CA
CA

- CA

CA

. CA

CA

94107 USA
_ UsA
94117 USA

94117-3603  USA

94112 USA
94112 USA
94122 USA
94117 USA
94107 USA
94112 USA
94118 USA
94109 USA
94114 USA
94117 USA
94115 USA
194109 USA
94109 USA
94110 USA
94103 USA
94104 USA .
94117 USA
94103 USA
94127 USA

94122 USA

94114 USA
94110 USA
94109 USA
94127 USA
94114 USA
94117 USA -
94102 USA

04102 USA ™~

94114 USA
94121 USA
94118 USA

94121 USA .

94110 USA
94118 USA
94131 USA
94110 USA
94118 USA

94122 USA .

94114 USA
94131 USA
94117 USA
94114 USA
94131 USA



' Ellen Cunty

CA

94117 USA

San Francisco
maria forde ' san francisco CA 94110 USA
. Debra Goldberg San Francisco CA 94109 USA
- JeffKline San Francisco CA- ' 94130 USA
jacqueline bolles San Francisco " CA 94116 USA
Francis Kintz San Francisco CA 94103 USA
Daren Garshelis " San Francisco CA 94114 USA
Gary Boren San Francisco CA 94110 USA
Bryce Neuman San Francisco: " CA 94117 USA
Sharoh Cambhi , San Francisco CA 94121 USA
Rebecca Wetherbee ~ San Francisco ' CA 94110 USA
Jennifer Kisselstein ' San Francisco f  CA - 94109 usa:
Indra Lowenstein - San Francisco CA 94114 USA
MJ Pramik San Francisco CA 94115 USA
shawn philllips ~ san francisco CA 94131 USA
PHILIP STOVER ‘ * SAN FRANCISCO CA 94114 USA
Matthew Siegel ) San Francisco : CA 94114 USA
Christy Rodgers - San Francisco " CA © 84117 USA
Anne Ryan - ' San Francisco CA - 94121 USA
PINKY Hurd San Francisco ' CA 94117-2909 USA
Roger Levin San Francisco CA" 94110 USA -
Maggie Kuo San Francisco o CcA 94115 USA
. Andrea Pereira ' San Francisco CA 94117 USA
Drew Stevens San Francisco CA 94103 USA
Todd Snyder . San Francisco CA 94115 USA
Anna Bonderenko "~ SAnFrancisco CA 94110 USA
Rebeccalohnson. - San Frahcisco ca 94122 USA
Ari Gluck " San Francisco S CA 94110 USA
Kay Weidig ' San-Francisco CA 94108 USA
ErnestEly San Francisco ; CA 94115 USA
* Connie Combs = : ) San Francisco ' CA 94109 USA
ruby rieke . San Francisco , " CA 94110 USA
Eliot Miranda = San Francisco - CA 94110 USA
Ken Schneider o ~ San Francisco o cA . 94118 USA
Andrea Wachter San Francisco - ] cA 94117 USA
Claudia limenez San Francisca CA 84122 USA
Luis Pine . : : San Francisco CA ‘ 54122 USA
Ellen Cohan ' " San Francisco - : CA . 94117 USA
Victoria Hibbard San Francisco - CA 94110 USA
Marina Musielak . San Francisco o CA 94110 USA
Melissa Ambrose San Francisco ' CA 94110 USA
Ray Staar San Francisco ' CA 94109 USA
‘A. Alberto Abelio , San Francisco e CA 94115 USA
" MayaT [ o San Francisco CA 94109 USA
Jane Jue . - San Francisco - _ - CA 94587 USA
ROBERT MORGAN ~ SAN FRANCISCO - CA 941143131 USA
Alyssa Linares San Francisco ' CA . 94121 USA

609



Paul Manangan
‘Braoke Hollister
Alexander King

Patricia Taber
James Muszalski
Kelly Crumrin
Chiara Ogan
Paul Platt

Lisa Wice

Roberto Vargas, MPH

John Krieter
Jeffrey Seegers
Jade Kiran

fred rinne

larisa pedroncelli
“Adrienne Fong
Edna Cao

Abby Caplin

seth katzman
Randall Leeds

uda olabarria walker

Megan Taylor

" Tibet Sprague
Whitney Ivie
Kyle McCarthy
Deanne Myers
Greer Hauptman
Joseph Holmes

Dorothy L. Davieas

James Collins
Yvonne Chang
Rachel Wirth
Martin Horwitz
ian griffith
Brian Kuester
Eva Fromm
Joshua Gray
john burke

lina ariana
Julia Kite

' Marty Roberts
Jason Marmor
Susan Champion
Roland fParis
Karl Keener
Brian Rogers
Linda Howard

San Francisco

San Francisco

San Francisco
san francisco

. San Francisco

San Francisco

"San Francisco

San Francisco

. San Francisco

San Francisco
San Francisco
San Fran_tisco
San Francisco
san francisco

san francisco

San Francisco
San Francisco
San Francisco
San Francisco

" San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San francisco
San Francisco
San Francisco
San Francisce
San Francisco
San Francisco

San Francisco-

San Francisco

" San Francisco

San Francisco
San Fra»ncisco
San Francisco

- 'san francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

San Francisco .

San Francisco
San Francisco

San Francisco

610

CA
CA
CA
CA

CA

CA

CA

CA
CA

. CA .

CA
CA
CA

- CA

CA
CA

ca

CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA

CA -

CA

. CA

CA

CA
CA
CA

" CA

CA
CA
CA
CA

194121 USA
194115 USA

94114 USA
94114 USA

94115-3118  USA

94114 USA
94122 USA
94112 USA
94115 USA
94124 USA

-94117-3325 USA

94117 USA

94121 USA

94112 'USA
94103 USA
94115 USA
94131 USA
94107 USA
94103 USA

94110 USA
94110 USA .
94131 USA

94117 USA -

- 94109 USA

94118 USA
94122 USA

© 94110 USA

94115 USA
94114 USA

94131 USA

94124 USA

94118 USA

decline

194122 USA

94115 USA
94117 USA
94103 USA
94131 USA
94127 USA
94117 USA

. USA
94110 USA
94115 USA
94118 USA

94117 USA

94109 USA
94118 USA
94117 USA



‘Elfrieda Shukert

JAMES SHOWALTER

Richard Ditzler
Teresa Scherzer
deborah garfinkle
Larry Lipkind, DDS
Lynne Eggers
Shahrzad Moez

" Soon Shil Cho
Deborah Kwan

- Akinyele Sadiq

Michael Wallin

Krystle Chandler

Samuel Roland

Timothy Gemimill

Cristal G

Kelsi Boyle

Matthew Janes

Venus Wu

Lynn Guest

James Lovette-Black

Griffin Fariello
Liane Collins
Lynne Howe ‘
Rebecca Hartbg
‘Margaret Tedesco.
marcus perry
Nancy deutsch
Mitchel McAllister
Martin Bigos-

tei gundolfi |

. Jeffrey Lilly

Krist Kennedy
Michael Mass
Duncan Dow

- Timothy Quinn
Donald Clark
Heather Lewis
Windy Borman
Amanda Maystead
Michele Baer
Edward Colbeth
Christopher Decker
Rosamaria Martinez
‘Deborah Holmes
Paoli Lacy

Sally Bentz

San Francisco

SAN FRANCISCO
. San Francisco

San Francisco
san francisco
San Francisco
San Francisco
San Francisco

. San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Fra ncisco
San francisco

“San Francisco

San Francisco

San Francisco

San Francisco
San Francisco

. San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
san francisco
san Francisco
san francisca
San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco

* San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

SAN FRANCISCO

San Francisco
San Francisco
San Francisco
San Francisco

,san francisco

611

CA
CA
CA

CA

CA

CA
CA
CA
CcA

- CA

CA
CcA
CA
CA

.CA

CA
CA

CA

CA
CA
CA
€A
CA

CA .

CA

CA

CA
CA

cA

cA
CA
CA

CA.

CA

CA

cA
cA
CA
CA

- CA

cA
CA
cA
cA

94127 USA
94127 USA
94127 USA
94110 USA
94115 USA
94133 USA
94110 USA
94109 USA
94132 USA
94112 USA
94124 USA
94114 USA
92405 USA
94131 USA

94109 USA

94122 USA
94103 USA
94107 USA
94114 USA
94108 USA -
94114 USA
94123 USA
94114 USA
94109-5350  USA
94118 USA
94110 USA-
94117 USA
94110 USA
94117 USA
94131 USA
94109 USA
94131 USA
94131 USA
94121 USA
94121 USA
94134 USA

94114 USA

94127 USA
94142 USA

© 04107-3245  USA

94110 USA
94110 USA
94118 USA
94105 USA
94107 USA
94134 USA
94102 USA



Alex Fraser

katherine Roberts

Belinda Nichols

Sandra Miller

Sasha Meretzky

Aurora Meneghello
Ron Kelley

" Leslee Cotlow

Emily Nash

Amelia Kaitlyn

Iris Garcia

Lauren Graham

Robin Graham

Devlin Donnelly

Larah Sifuentes-Winter

Maggie Galvin

Kirk Prine

Jase Ricardo Bondoc

Revel Paui

Thomas Koester

Emanuel Schongut‘

oda john

Christopher Barnett

karleen eberle

Jon Starbuck

Jo Vee ,

Natalya DeRobertis-Theye

Amy Vlacich

Timothy Dobbins

Conard Mondfrans

Jennifer Shaw

Harriet Ingram

Rebecca Marshall

Matthew Lindner

robyn Greenberg

Claire Fry

Burton Cazden

sarah mehl

Kenwyn Derby

Bethany Decof

Dina Wilson

Susie Barr-Wilson

Samantha Hennessey

Rick St. John

Larry Bittner |

Jennifer Friedenbach

Charles Lyons

. San Francisco

San Francisco
San Francisco
San Francisco
san francisco

- San Francisco
San Francisco

San Francisco

. San Francisco
- 'San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
san francisco
San Francisco
san francisco
San Francisco

‘San Francisco
San Francisco.

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
éan Francisco
San Francisco
San Francisco

_San Francisco

612

CA
CA
CA

cA
CA

CA

- CA

CA
CA
CA

cA
" CA

CA
CA
CA
CA
CA
CA

CA -

CA
CA
CA

- CA

CA

‘CA

CA
CA
CA

. cA
CA

CA

CA .

CA
CA
CA
cA
ca

CA -

CA

CA”

CA
CA
CA

CA

CA

CA

94109 USA.

- 94117 USA
94112 USA
94133 USA
54107 USA

94121 USA

94109 USA
94110 USA

* 94107 USA'

94112 USA

94117 USA

94142-0121  USA
54121 USA

84107 USA

94131 USA
94121 USA
94115 USA
94132 USA
94116 USA
94122 USA
94115 USA
94115 USA
94134 USA
94122 USA
94110-4033  USA
‘ 94103. USA

94108 USA .

94110 USA

84117 USA

94114 USA

‘ 94115 USA
94131-1800 USA
’ 94110 USA
94107 USA

94121 USA

94117 USA

94112 USA

94110 USA

94110 USA

94121 USA-
- 94114 USA -

94132 USA

94110 USA

94109 USA
94118 USA
94102 USA

94110 USA -

©



Freddi Rogers
Carolyn Shuman
* justin Heath
Anna Kay
Caitanya Min
James Domenico
Marianne Yusavage
Karl Knapper

_ Anthony Loncich
Tanya Watkins
Pamela Robbins
Peri Belter

David Ginsburg
Ron Avila ~
Harold Isbell

cameron hendrick

William Mays

. Gail Henigman-
Catherine Orland
Robert holgate

. John Hope
Cheryl Czekala
Victor Vuyas

gail readdie
Kevin Coleman
Meghan Neshit
Michael Lamperd

Stewart Gooderman .

Sue Walden .
maria morgan
Claudia Schumann
‘Andrew Gentile
Samali Lubega
Margot Dietzer
Steve Crow
heather nabbe .
Suzanne Jonson
Chris Marco
Richard Broussard

- Annabelle Johnson .

Mike Gonzales
debra netkin
 Joel Cornett
Michelle Genest
Gillian Ellenby
Dan Spencer
Jane Jacobs

San Francisco
San Francisco

- San francisco
.-San Francisco
San Francisco -

San Francisco
San Francisco

San Francisco
San Francisco .

San Francisco

.San Franeisco

san francisco

‘San Francisco

San Francisco
San Francisco
san francisco
San Francisco
San Francisco

"San Francisco

San Francisco
San Francisco

‘San Francisco .

San Francisco
san francisco
San Francisco

" San Francisco

San Francisco
San Francisco
San Francisco
san francisco
San Francisco

San Francisco _

San Francisco
San Francisco

San Francisco.
- san francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
san francisco
San Francisco
San Francisco

San Francisco

San Francisco

" San Francisco

613

CA

CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA

CA ..

CA

CA

CA

CA

CA
CA
CA

CA

CA
CA
CA
CA
CA

‘CA

CA
CA

2092282288

CA
CA

CA

CA
CA

CA

94110 USA

94127 USA
94102 USA

94122 USA
94110 USA
94121 USA

94118 USA

94109 USA
94114 USA
94110 USA
94131 USA
94103 USA
94102 USA

94110-1245 - USA.

94117 USA
94102 USA
94114 USA
94117 USA
194110 USA
94117 USA
94114 USA
94102 USA

94109 USA
94117 USA

94115 USA
94110 USA
94122-1063 USA
' 84102 USA

94109 USA-

94122 USA
94122 USA
94110-1676 . USA
94110 USA
94121 USA
94110 USA
94102 USA
94114 USA
94118 USA
94110 USA
94103 USA
94103 USA
94110 USA

94102 USA

94118 USA
94103 USA
94110-2258 USA

94122 USA .



Joel Chapman
Dan Gomes

- *Anna Chau |
Brian Wiles

" mk collingwood °
John de Forest
gus gomez .

Judy Countryman
- Birgit Hermann
Caitlin Thomas .

Ryan Bunson
Jeffrey Hurwitz
-Mike Bloomfield
- Mark Bartlett
Joan Hasse'lgren
Susan Levy
Lauren Steffel
Lesli Powers-
~ Jennifer Montalvo
Andrea Parker
Nicole Hai
Michelle Roderick
evan white
Cynthia Navarro
Elena Pena
Giselle Gibbons
Jackie Pomies
Nina Milosevic
lan Strong
Harper Smith
Gwen McEvoy
‘kaylah sterling
Shannon Ordaz
. Paula Katz
sandy oxley
Jessica Lobl
Allen Foster

Rachele Huennekens

Brennan Taylor
“Corinne Sue Wick

Pei-Ru Ko

susan witka

Linda-Blackstonel@gmail.com

Deirdre Elmansoumi
* Claudia Zeiler
Carol Hansen
Lisa Beyer

San Francisco

San francisco
San Francisco
San Francisco
san francisca
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
san francisco
san francisco

San Francisco-
~ San Francisco

San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

San Francisco

san francisco
San Francisco

San Francisco

San Francisco
San Francisco
san francisco
San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco

~ San Francisco

614

cA

cA
CA

CA
CA
CA
CA
CA
CA
CA
CA
CA

" CA

CA
CA
CA
CA

CA
CA

CA

0RQe

CA
CA
CA

CA

CA
CA
CA
CA

CA.

CA
CcA
CcA

" CA
. CA
CA

CA

CA

CA

294103 USA
94110 USA

94108 USA .

94107 USA
94104 USA
94121 USA
94102 USA
94122 USA
94117 USA
94110 USA
94114 USA

. 94121 USA
94118 USA
94110 USA
94117 USA
94131 USA
94110 USA
94110 USA

94131 USA

94110 USA

. 94109 USA
94134 USA

94108 USA

94112 USA

94131 USA

94112 USA
94122-1334  USA
94114 USA

94133 USA

94123-1410  USA

94131 USA
94107 USA
94103 USA
94116 USA

94109 USA-

94131 USA

94117 USA

94115 USA

94114 USA -
94114 USA °

94105 USA
94121 USA
94117 USA
94134 USA

94122 USA

94131 USA
94117 USA



Brooke Finley
Karen Ulring
Pauline Kahney
Stephen Suzman
* Vianna Newman
Mark Hall
Tamsen Merrill -
Susan Wachob
Claudia Lehan
Lawrence Bernard
David Alt
Judy L
Brigitte Davila -
Van Rookhuyzen .
‘Davina Chu
Brian Skaggs
Conway Anderson
Pat Tibbs
Margaret Laird
Esperanza Martinez
Raberto Romo
_ Marian Zaouk
- Jill Mistretta

Juliette Defventhal _

Windy Holzbach
lan Cannon

_ Richard Nagy
Wayne lohnson
Robert Lieber
Michael Alexander
- Kirk Bonin
Barrett Miller
Michael Scalise ’

" mila salazar
Charmian St. John
. Joelle Murphy
Diane Rigda

~Martha and George Robin’

Kimberly Cash
keith main
Eleanor Gomez
Mark Farrier
Margaret Youngs
dan famont
.candace bieneman
Damien Shulock
Randy Oldman

San Francisco
San Francisco

* San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
san Francisco
San Francisco
San Francisco
San Francisco
San Francisco

San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

" San Francisco

San Francisco
San Francisco

~ San Francisco

San Francisco
san francisco
San Francisco

"~ San Francisco

San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

“san francisco

San Francisco
San Francisco
San Francisco

" san francisco

san francisco
San Francisco
san francisco

615

CA

CA

CA

CA
CA
CA

cA-
CA

CA
CA
CA
CA
cA

CA

cA
CA

CA.

CA
CA
CA

cA
CA

CA
CA
CA
CA
CA
CA
CA
CA

CA
CA
CA

CA .
- CA
CA

CA
CA

-CA

CA
CA
CA
CA
CA

- CA
CA -

94122 USA
94117 USA.
94102 USA
94114 USA
94127 USA
94118 USA
94110 USA
94114 USA
94110 USA
194122-2066  USA
94115 USA
94112 USA
94112 USA" .
94102 USA-
94107 USA .
94114-1546 . USA
94117 USA
94114 USA
94117 USA
94134 USA
94121 USA
94134 USA
94117 USA
94114 USA
94142 USA.
'94132-1867  USA
94124 USA
94114-2417  USA
94110 USA
94110 USA
94102 USA
94115 USA
94107 USA
94117 USA
94131 USA
94110 USA
94109 USA -
94109 USA
94118 USA
94110 USA
' 94116 USA
... 94110 USA
' 94108 USA
94115 USA

94123 USA

94107 USA
94161 USA



Lawrence Maxwell
‘Irene Smith
JThomas -
Helmut Kayan
terry thompson
Stephanie Rodarte
- Tanya Milosevich
. anna willlams
Jill Blevins
Anthony Cimo .
Amanda Herman
Kristina Bennett
Suzanne Ristagno
James DiCarlo
Melissa Mikesell
Richard Crane
ROBERT SHULTZ
Mirka Morales
Tom Cardellino
George Matthews
Gilbert Lopez
- Amanda Maystead
Papagena Robbins
michael mascioli
Phillip Ozaki
' Samantha Bell
Carol Chandler
Abigail Lawton
melinda masi
Linda Weiner
stacey dodd
Francis Collins
Elena Rosenberg-Carlson
fran collier
Joshua Shrader
Esther Yassi,
sheila ganz
Ross Wilming
Cory.Moli
Lorretta Marcel
- Jewels stratton
Ming Choli
Elisa Gonzalez
Melinda McMurray
Cody Mitcheltree
Barbara Wein
Muy Muy Yam

San Francisco
San Francisco

" San Francisco
"San Francisco

san francisco
San Francisco
San Francisco
san francisco
San Francisco
san francisco
San Francisco
Sah Francisco
San Francisco
San Francisco
San Frjan'cisco
San Francisco

" San Francisco

San Francisca

San Francisco

San Francisco
San Francisco

San Francisco -

San Francisco

san francisca
San Francisco.

san francisco
San Francisco
- San Francisco

san francisco
San Francisco
san francisco

San Francisco -

San Francisco
san franciscc

San Francisco

San Francisco
san francisca

- San Francisco
. San Francisco

San Francisco
san francisco
San Francisco
San Francisco

SAN FRANCISCO

San Francisco
San Francisco
San Francisco

616

CA
CA
CA

CA

CA
CA
CA

CA
CA
A

CA
CA

. CA

CA
CcA

" CA

CA
CA
CA

" CA

CA
CA

CA

SER8

CA

CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA
CA

A

099

94108-6574 USA

94134 USA
94110 USA

94102 USA

94131 USA

© 94129 USA

94122 USA
94131 USA
94121 USA

‘94118 USA

94114 USA
94109 USA
94103 USA
94146 USA
94612 USA
94109 USA
94114 USA
94103 USA
94109 USA

94102 USA

94110 USA
94107 USA
94131 USA
94114 USA
94117 USA
94110 USA

94114-3051 USA

94110 USA
84122 USA
94110 USA
94110 USA
94102 USA
94110 USA

94133 USA
194132 USA

94111 USA
94122 USA
94117 USA
94124 USA

- 94131 USA
94133 USA

94118 USA
94116 USA
94131 USA
94102 USA
94131 USA
94121 USA



Ursula Escobar

“Terri Merritts
Dorian Rhodes
Anne morton
Camille Matson
Will Beatty

. Petrina Cooper
John Bigelow

" Susan Schneider

- Linda Hegénbarth
Judith Ostapik
Heather Barrett
.Sarazeta Ragazzi
Elien Eoff
Wiiliam Munce -
Thara linadasa

Katherine Leathers .

yvette kay
Deborah Brooks
Jessica Donohue
Robin Gulling
Elizabeth Leaf
Blakeley Kim
"Erica Warren
Nancy Evans
Rem Melton
Scarlett Caldwell
Joann Johnson
~ Linda Ray
desirae foster
Barbara Mrozek
Joe Zamaria
Martha Stabler
Larry Schlessinger
Jennifer Willis
Beana Wiltmen
Bobbhie Ogletree
“Robin Hansen .
David King
ximena rendon
~michael koch .

Marianne Faulkner

.Magaly Fernandez
Loren O'Hara
Michelle Lesowski
. Vinola Stallings
Gina Kim

* San Francisco

San Francisco
San Francisco
san Francisco

San Francisco -

San Francisco
San Francisco
San Francisco

San Francisco -

San Francisco
San Francisco

. San Francisco

San Francisco
San Francisco
San Francisco
San Francisco

San Francisco - -

san francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

-San Francisco
San Francisco

‘San Francisco
San Francisco
San Francisco
san francisco
San Francisco

San Francisco .

San Francisco
San Francisco

San Francisco

San Francisco
San Francisco
San Francisco
San Francisco

- san francisco

san francisco

San Francisco-
San Francisco -

San Francisco
San Francisco
San Francisco
San Francisco

617

CA
cA
CA

CA

CA
CA
CA

CA
CA

CA

CA

CA

CA~

CA
CcA
CA
cA

CA .

CA
CA
CA
CA

CA

£20292R2998899222000

94103 USA

94114 USA
94114 USA
94115 USA
94118 USA
94118 USA
94103 USA
94114 USA
94131 USA
94115 USA
94127 USA
94118 USA
94110 USA
94118 USA
" 94102 USA
94108 USA
94121 USA
94110 USA
© 94110 USA

94110 USA.

94102 USA
94115-2048 USA
94122 USA
94121 USA
94131 USA
94110 USA
94118 USA
94110 USA
94110 USA
94103 USA
94109 USA
94117 USA
94122 USA
94118 USA

194117 USA

95110 USA
94114 USA

94128 USA

- 94107 USA
. 94105 USA
94110 USA
94133 USA
94124 USA
84117 USA
94102 USA
94103 USA
94127 USA

(<



. David lohnson
Robert Arndt
Rebecca Shuman

_Lindasusan Ulrich
Kalle Pieper
Ronnel Corre
Rosie Gozali
petr Tittelbach
R. Zierikzee
Megan Adams .
Patrick Stelmach
Teressa Guest
antoine lagarde
Sean Houlihan
ANN AUBIN

- Anna Maria Galbraith .
- Ciara segura

Karen Heimann
Kathryn Albergate
Helen Pelzman
Katherine McCall.
Debra Wang .
Sandy Rechtschaffen
Signy Toquinto
Lacy Coniglie
Dave Kong
holly millar

‘amy everitt

- Sophia Yen
Shayna Lewis
Maria Tchijov
Carol Mirakove
michaela gonzalez
Elizabeth Tioupine -
Aurora Wells
Chris Marco

-adam beebe-
Monalisa Wzllace
Al Phillips
MJ. Im

. Anda Tun

Tess Clafin

San Francisco
San Francisco

“San Francisco

San Francisco
San Francisco
San Francisco
san Francisco
san Francisco
San Francisco
San Francisco

San Francisco -

San Francisco
San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

San Francisco -

San Francisco

San Francisco

San Francisco
San Francisco
san francisco
San Francisco
san francisco
San Francisco
San Francisco
San Francisco
San Francisco
San Francisco

~ San Francisco
San Francisco

San Francisca
San Francisco
Sén Francisco,
San Francisco,
San Francisco
San Francisco

‘San Francisoc
San Francisco

618

pRe9R29Q

CA

CA

CA
CA
CA
CA
CA
CA

CA
CA
CA

cA

CA

CA.

CA
cA

CA

CA
CA

RRoeQQ

CA

cA

94115 USA
94121 USA
94127 USA
94112 USA
94102 USA
94132 USA

94117 USA

94117 USA
94118 USA

1 94122-3045  USA

4122 USA
94109 USA
94103 USA
94112 USA
94133 USA
94110 USA

94110 USA -

94109 USA
94107 USA
94123 USA
94110 USA
94117 USA
94118 USA
94110 USA

94116 USA

194109 USA
94109 USA
94111 USA
94117 USA
94110 USA
94109 USA

94114 USA -

94137 USA
94134 USA

94110 USA -

94118 USA
94117 USA
94131 USA
94122 USA
94122 USA
94123 USA
94121 USA



SOl

‘Rlsk Factors for Legal Induced Abortlon Related
Mortahty in the Unlted States

Linda A. Bartlett, v, Meisc, ynthia J. Berg, up, eir, Holly B. Shulman, us,
Suzanne B. Zane, pvm, Clarice A. Green, MD, MPH, Sara Whltchead MD, MPH, and

Hani K. Atrash, MD, MPH

OBJECTIVE: To assess risk factors for legal induced abor-
tion-related deaths.

METHODS: This is a descriptive epidemiologic study of
women dying of complications of induced abortions. Na-
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, gestational length of pregnancy at the time of
termination, race, and procedure. Main outcome measures

include crude, adjusted, and risk factor-specific morta.hty :

rates. . .
RESULTS: During 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 abortion-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
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to 87% of deaths in women who chose to terminate their
pregnancies after 8 weeks of gestation may have been

" avoidable if these women had accessed abortlon serv1ces
.. before 8 weeks of gestation.

CONCLUSION: Although prlma.ry prevention of lmmtended
pregnancy is optimal, among wemen who choose to termi-

. nate their pregnancies, increased access to surgical 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 Amenca.n College of Obste-
tricians and Gynecologlsts )

LEVEL OF EVIDENCE: I1-2

Legal induced abortion is one of the most frequently
performed surgical procedures in the United States.
With approximately 1.2 million legal induced abortions -
performed in 1997, minimizing risk for womeén who -
choose to terminate their pregnancies is of clear public
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-

- clated with increased ri‘sk.?"‘8 However; the medical

practice and provision of abortion services continues to
change. For example, since the mid-1990s, medical (e,
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 practitibners 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-

tem, compiled since 1969. From 1973 through 1997, data”

were received from state health departments or estl-
- 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 supervi-

sion of 2 licensed physician, that was intended to termi--

nate a suspected 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 Surveillance 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 inidated 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 inclusion 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 System. 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, Teports from maternal mortality review commit-
tees, private citizens, health care providers, medical ex-
aminers, the media, and, more recently, 2 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 thc 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), instllation, 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-
cients in early pregnancy.'! No deaths associated with

" them 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 cmboh) 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 2 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 19881997, the 10 most recent years
of data available from the Abortion Mortality Surveil-
lance System. For all rates, the relative risks (RRs) with
95% confidence intervals (CIs) were calculated by using
the Taylor series method in Epi-Info 6.04c.12
To understand the effect of differences in gestational

age 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 the gestational age at the time
-of abortion was unknown were assigned a gestational
age in proportion 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 i 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-related 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 time period, from 1972
through 1976; after the legalization of abortion in Janu-
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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

.Tecent time period (1988-1997) (Table 2 and Figure 1).

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

1isk of death declined at all gestational ages, the greatest

proportion of the decline occurred at carlier 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 weeks), and 1.9 (at or after 21 weeks).
These declines 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 51gmﬁcant To examine risk factors among
women receiving abortions in the most recent t‘l]IlC pe-
riod, 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 first 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% (I 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 mortality-rate and gestational age (Figure 1).
We found that for the most recent time period (1988-
1997), ‘the risk of death inicreased exponentially with
mcreasmg gestauona.l 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 gestatnon

the estimated absolute increase in the mortality rate is
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Table 1. Legal Induced Abortlon .Related Deaths, Legal Induced Abortions, and Abor‘non Mortallty Rates—Unlted 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 41
1973 25 615,831 4.1
1974 . 26 763,476 34
1975 ) .29 854,853 34
1976 11 988,267 11
1977 : 17 1,079,430 1.6
1978 : 9 1,157,776 0.8
1979 22 1,251,921 1.8
1980 ‘ 9 1,297,606 0.7 -
1981 ) 8 1,300,760 0.6
1982 : ) 11 N 1,303,980 0.8
1983 . ) 11 1,268,987 0.9
1984 : 12 1,333,521 0.9
1985 11 1,328,570 0.8
1986 11 1,328,112 0.8
1987 ) ' 7 1,353,671 0.5
1988 ) . 16 1,371,285 12
1989 12 1,396,658 0.9
1990 ) -9 1,429,247, 0.6
1991 . 11 1,388,936 0.8
1992 . 10 1,359,146 0.7
1993 B 6 1,330,414 0.5
1994 : 10 1,267,415 08
1995 4 1,210,883 03
1996 9. 1,221,585 0.7
1997 A 7 1,186,039 0.6
1972-1979 163 7,298,314 2.2

- 1980-1987 80 10,515,207 0.8 .
1988-1997 ) 4. 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 previously published reports to reﬂcct addmonal mformauon

obtamcd 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 n
the risk of death due to delaymg the procedure by 1 week
at 17 weeks of gcstanon is 18 times greater than the
estimated increase in the risk of death by delaying the
procedure by 1 wecek 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 gestational age may have had on the higher
risk of death for women of black and other races. The
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ratio of the adjusted mortahty rates for women of black and
other races compared with white women decreased 20% to
1.9. However, this adjusted rate still differs significantly
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 2029 years, and women aged
30 years or older obtained abortions earlier in pregnancy
than women in any other age group.”'! To determine 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
youngcr than 20 years of age who terminated their preg-
nancies 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 20-29 years would decrease by 17%.
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Table 2. Legal Induced Abortion—-Related Deaths Mortality Rates, and Relative Risks, by Selected Characterlstlcs—Umted

States, 1988-1997

. 1988-1997

Legal induced -abortion—related

Relative risk (95%

Characteristic deaths (n) . Mortality rate* confidence interval)
Gestational age (wk)

* First rimester ] .
=8 ‘ 8- 0.1 - ’ " Referent.
9-10 : 5 0.2 1.4(0.5,4.2)
11-12 6 0.4 3.4(12,9.7)

Second trimester - o .

13-15 ' o 15 1.7 14.7 (6.2, 34.7)
.16-20 » 19 34 29.5(12.9, 67.4)-
=21, : _ .15 8.9 - © 766 (32.5,180.8)
Unknown _ - 26 Not applicable " Not applicable

Race ‘
- White . ' 38 0.5 Referent
Black or other ‘ 56 1.1 ' 2.4(1.6,3.6)
Time period . ) . ] o
1972-1979 - 163 22 ! - 3.1 (24, 4.0)
1980-1987 ‘ : 80 0.8 1.1(0.8,1.4)
1988~ 1997 C %4 0.7 : Referent -
Age (y) ' - -
<19 , . 20, 0.7 - 12(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 L 10 0.8 . 13(06,29)
Parity ' | .
0 . . - 16 0.3 Referent
1-2 : : . Y 0.5 ' 1.9 (1.0, 3.5)
>3 7 0.5 . 2.1(0.9,52)
Unknown' ' 42 Not applicable * Not apphcable

* Leg'al induced abortion mortality rate is the number of legal induced abortion-related deaths per 100,000 legal induced abortions.
Denommators for calcu.latmg 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 for
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 associated with early medical
abortion procedures using abortifacients were ‘reported
during the study period. -

Of abortion-related deaths, 85% were attnbutable 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 associated with
D&E at 13 weeks or more of gestation. :
Among women for whom the interval between the

~abortion procedure and death was known, 35% of the
- deaths occurred within 24 hours, and 85% died within 42
days of the procedure, the léngth of time considered the

puerperal period.

DISCUSSION

. 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 dramatlcally by 850, from
4.1 to 0.6, with most of this decline occurring from 1973
through 1976. The number of illegal abortion-related
deaths (induced abortions not performed by a licensed

Bartiett et al
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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.

Bartlett. Abortion-Related Mortality. Obstet

Gynecol 2004.
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physician or a supervised assistant) also declined after  tice—changes made in response to reports that identified
legalization of abortion—only 5 deaths associated with  procedures with an increased risk of complications. For
illegal abortion were identified during 1988 -1997.2 The  example, in 1972, approximately 10% of abortions were
initial 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 procedures.“ 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 climcal prac- complications) increased. The heightened risk of death

Table 3. Distribufion of Causes of Legal Induced Abortion-Related Deaths,* by Type of Procedure and Trimester of
" Abortion—United States, 1988-1997 '

Cause of death (%)

- - Anesthesia :
_ Trimester and procedure’ ' Hemorrhage Infection Embolism complications = Other*  Unknown

First trimester (< 13 weeks of gestation) )

Curettage” - S 4 3L 14 22 17 3

Other® _ 0 0 0 0 0 0
Second trimester (= 13 weeks of gestation) .

Dilatation and evacuation - 38 14 19 .19 11

Intrauterine instillation . : 33 33 ' . 33

Other* _ - 25 50 - 25

Unknown procedure : 50 . - 50
Total for all gestational ages and procedures 24 .27 17 16 15 . 1

‘Data are presented as percentages only because of small numbers in some cells.
* Excludes 9 women for whom data regarding abortions procedure and gestational age are unknown.
T Women receiving abortions during the first crimester using an unknown procedure were dlassified as having had a curettage procedure.
% Other causes of death include cardiac and certbrovascular events. ' _
$ 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 1dent1ﬁed in the 1980s; few
l aboruons currently are performed using these substanc—
® As the strong association between gestational age

E 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 strorigly
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 time period (1970~1979), the
risk of death increased with increasing gestational age
but-leveled off at the highest gestational ages. The
change in models for risk of death 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 abortions 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 flow predmposes to hemor-
thage, 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 a 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. i
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 as gesta-
tional 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 1s‘such
a strong risk factor for death, factors that can affect access to
abortion 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.>™1” In 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 in-
clude failure to recognize a pregnancy or miscalculation -
of the length of pregnancy; reluctance to tell a partner or

" parents about a pregnancy; ime needed to decide how to

resolve the pregnancy; and difficulty in finding a pro-
vider, making arrangements for the abortion, obtaining
transportatron and being able to afford the proce-
dure.’®*° In 2001, a total of 33 states required either
parental notification or consent or a mandatory waiting
period after 2 woman’s initial visit to the abortion pro--
vider before the procedure could be performed.*®9.
Both parental notification laws and ma.ndatory 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 seekmg ’
financial resources to pay for an abortion.*

Since the mid-1990s, methotrexate with misoprostol
and more recently mifepristone have been used for non-

- surgical términation of early pregnancies (ie, those up to

7 weeks of gestation).® Nhfepnstone (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. 25 26 Before the U.S. Food
and Drug Administration approved the drug for use as a
medical abortifaciént 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 early medical abortions using RU-486 had been
performed, which hkely 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.?*?° No deaths deter-
mined to be related to use of medical abortifacients were
reported in the United States during the study period.

Bartiett et al
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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, increased 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 abortion-related
mortality. Ongoing monitoring of both abortion proce-
dures and abortion-related mortality will help to evaluate
the effect of medical abortion regimens.

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 through
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 identfied. 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 pregnancies. 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-
. nation 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 need to compile
multiple years of data before reléase 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 umvarlatcly,
with a subset of states providing bivariate data. Thus,
examining the affects of one risk factor while controlling
for all other potental 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 changes.
Currently, gestational age at the time of the abortion is
the strongest risk factor for death. If women who termi-
nated their pregnanacs after 8 weeks. of gestation had
accessed abortion services during the first 8 weeks 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

~ pregnandies 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 in-

crease the proportion of abortions performed at the

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