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Induced abortion, one of the most frequently performed
surgical procedures in the United States, is experienced by
a substantial proportion of American women. More than
one-fifth of all pregnancies end in abortion,1 a reflection of
the fact that almost half of U.S. pregnancies are unintend-
ed.2 Trends in abortion may reflect a number of factors, such
as variations in the underlying incidence of unintended
pregnancy and changes in how women resolve unplanned
pregnancies and in the availability or accessibility of abor-
tion services. Therefore, regular and accurate estimates of
abortion incidence and service provision are essential for
monitoring trends in reproductive behavior.

After remaining fairly steady for most of the 1980s, the
number of abortions in the United States declined from a
high of 1.61 million in 1990 to 1.36 million in 1996, the
last year for which comprehensive abortion incidence data
were collected. The abortion rate declined from 29.3 per
1,000 women aged 15–44 in 1980 and 27.4 in 1990 to 22.4
in 1996. The abortion ratio (the proportion of pregnancies
ending in abortion) also fell during the early and mid-1990s.
These declines meant that in the mid-1990s, measures of
abortion reached the lowest levels since the 1970s.3

Several major developments since 1996 may have had
an impact on unintended pregnancy levels and, therefore,

abortion levels. Declines in teenagers’ level of sexual ac-
tivity4 and continued increases in their use and effective
use of contraceptives5 could have reduced adolescent preg-
nancy and abortion rates and, thus, the overall abortion
rate (although only one-fifth of abortions are provided to
women younger than 20).6 Some states have expanded el-
igibility for family planning services under Medicaid;7 how-
ever, Title X funds for free and low-cost family planning ser-
vices have increased only enough to match inflation.8 In
addition, the number of women of reproductive age cov-
ered by Medicaid declined in the late 1990s, while the num-
ber with no health insurance increased;9 these factors could
have inhibited women’s access to both family planning and
abortion services.

Meanwhile, a continuing decline in the number of
providers could result in more limited access to abortion
services. The number of U.S. abortion providers fell from
a high of 2,900 in 1982 to about 2,000 in 1996, and the pro-
portion of counties without a provider increased from 77%
in 1978 to 86% in 1996.10 A 1997 survey of obstetricians
and gynecologists who perform abortions indicated that
57% were aged 50 or older,11 fueling the perception that
the number of providers will decline drastically as current
providers reach retirement age. However, some evidence
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are presented elsewhere.15

In regard to early medical abortions and intact dilation
and extraction abortions, we asked nonhospital providers
the number of procedures performed in 2000 and during
the first six months of 2001. We also asked whether they
anticipated providing early medical abortions within the
next year (if they were not already doing so). For nonhos-
pital providers offering early medical abortion, we ascer-
tained whether they used mifepristone or methotrexate.

Identifying Providers
Before fielding the survey, we conducted an extensive up-
date of our list of facilities in the United States (excluding
Puerto Rico and U.S. territories) where abortions are per-
formed. We began with all of the providers‡ known to have
performed abortions in 1996, excluding those that stopped
providing abortions or closed before January 1, 1999. To
this list, we added possible new providers obtained from
a variety of sources, including telephone yellow pages for
the entire country, Planned Parenthood affiliates, the mem-
bership directory of the National Abortion Federation and
World Wide Web listings of abortion providers. The up-
dated list contained 2,287 possible providers. 

In addition, the clinic and physician questionnaires in-
quired whether providers knew of facilities not offering sur-
gical abortion that had begun offering medical abortion.
Another question asked about hospital satellite facilities
that performed abortions. During follow-up of these ques-
tions and of survey nonrespondents, as well as the inves-
tigation of mail returns, 155 additional possible providers
were identified and included in the survey universe, bring-
ing the total to 2,442. Seven of the additional providers were
identified through the question about providers who per-
formed only medical abortion; however, all seven report-
ed performing surgical abortions as well.

Survey Fielding
In July 2001, we mailed questionnaires to all potential
providers. Those who did not respond were sent two ad-
ditional mailings at three-week intervals; a fourth mailing
was sent to doctors’ offices and hospitals. In addition, we
contacted state health statistics agencies, requesting all avail-
able data reported by providers to each state health agency
on the number of abortions performed in 1999 and 2000.
For the states that supplied us with data by provider, we
used the health agency figures for providers who did not

indicates that training opportunities for providers have
begun to increase.12

A development that may have facilitated access to abor-
tion was the introduction of a new method of early med-
ical abortion. Mifepristone (formerly known as RU 486)
was approved by the Food and Drug Administration (FDA)
in September 2000, giving women seeking early abortion
a nonsurgical option. Some providers have also used the
cancer drug methotrexate to provide early medical abor-
tion, but mifepristone is the first drug approved specifically
for that purpose. Information about the extent of mifepri-
stone utilization has only recently become available and
still is quite limited.13

Between 1997 and 1998, the Centers for Disease Con-
trol and Prevention (CDC) reported a 2% decrease in the
number of abortions performed in the United States and
no change in the abortion rate. However, CDC data are com-
piled from state reports, and in 1998, four states did not
report data to the CDC. These states (primarily California)
accounted for 18% of all abortions tallied by The Alan
Guttmacher Institute’s (AGI’s) 1997 data collection effort.14

More recent CDC statistics on national abortion incidence
are not available.

Thus, new data on nationwide abortion incidence and
the number, types and locations of abortion service
providers are needed. To obtain this information, AGI field-
ed a national survey of U.S. abortion providers (its 13th)
in 2001 and 2002, collecting data primarily for 1999 and
2000. In this article, we present information from this sur-
vey on the number of abortions performed and national,
regional and state abortion rates. We also examine the num-
ber and distribution of providers by location, type and case-
load. Furthermore, we include data from previous AGI sur-
veys to permit examination of trends over time. To obtain
baseline estimates of mifepristone use in the United States,
we report on medical abortions occurring during the first
half of 2001. Finally, we report on findings regarding the
incidence of abortion by dilation and extraction, a proce-
dure that is the primary target of many efforts to ban so-
called partial-birth abortions.*

METHODS

Questionnaire Development
Our survey questionnaire was modeled on the one used
in AGI’s previous round of data collection, in 1997. We cre-
ated versions of the questionnaire for each of three major
categories of providers: clinics, physicians and hospitals.
The clinic and physician questionnaires were virtually iden-
tical. All questionnaires asked the number of induced abor-
tions performed at the provider’s location in 1999 and 2000.
In addition, we asked hospitals the number of inpatient
and outpatient procedures performed. We requested in-
formation from all providers on minimum and maximum
gestations at which both surgical and medical abortions
are performed, and we asked nonhospital† providers about
fees charged, sources of payment, distance traveled by clients
and antiabortion harassment; results from these questions

*In June of 2000, the Supreme Court rebuffed Nebraska’s (and, by impli-
cation, other states’) attempts to outlaw a broad range of abortion proce-
dures that the state gathered under the rubric of “partial-birth abortion”
(source: Stenberg v. Carhart, 120 S. Ct. 2597, 2000). Despite this ruling, efforts
to ban some procedures continue. H.R. 4965, the Partial-Birth Abortion
Ban Act of 2002, was introduced by Rep. Steve Chabot (R-OH) on June 20,
2002, and was passed by the House on July 24, 2002, by a vote of 274–151.

†We asked hospitals a more limited set of questions because their ad-
ministrative structures make it more difficult to obtain information beyond
abortion counts and gestation limits.

‡For the purpose of our survey, a provider is defined as a site where abor-
tions are performed. Several physicians providing abortions at one loca-
tion would count as one provider; a health agency with several clinics would
be counted as multiple providers.
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respond to any of our mailings.
The remaining nonrespondents were contacted by tele-

phone and asked to complete and return the questionnaire.
Providers who could not or would not do so were asked a
small number of key questions, including the number of
abortions they had performed and gestational limits. To
obtain facility data or record a final refusal, staff members
made up to 35 attempts to contact each provider by phone,
mail or fax. In total, staff members made more than 6,000
attempts to reach more than 900 providers. Follow-up con-
tinued through June 2002.

Of the 2,442 facilities surveyed, 962 responded to the
mailed questionnaire, and 662 faxed or mailed a response

or provided information during telephone follow-up; health
department data were used for 449. (Each of these three
groups of respondents included both providers who re-
ported having performed abortions during the survey pe-
riod and those who did not.) After additional follow-up with
other sources, we determined that 32 more providers had
closed or performed no abortions during the survey peri-
od, and that 14 were providers for whom we had already
obtained data. For 71 of the remaining 323 potential
providers, we obtained estimates of the number of abor-
tions performed in 1999 and 2000 from knowledgeable
sources in their communities, and for an additional 183 fa-
cilities that we knew had provided abortions, we made our
own estimates. For three-fifths of these 183 estimates, we
projected the number of abortions using data from previ-
ous surveys; such projections were almost always based
on past information from the facilities themselves (and not
on previous estimates).

We did not attribute any abortions to the remaining 69
facilities, for which no data or estimates were available; there-
fore, we did not count them as providers in 1999 or 2000.
However, we cannot be sure that no abortions were pro-
vided at these facilities, although we were unable to obtain
any indication that they were. For 15 of these providers,
data were available for 1996; these providers performed a
total of 1,594 abortions in that year.

Of the abortions reported for 2000, 77% were reported
by the providers, 10% came from health department data,
11% were estimated by knowledgeable sources and 2% were
projections or other estimates. These figures were similar
to 1996 results. Out of 2,442 potential providers, a total of
1,931 performed abortions at some time between January
1999 and June 2001. Of those that did not, 245 indicated
that they were not abortion providers, 82 had stopped pro-
viding abortions before the survey period began or had
begun providing after the survey period ended, 76 had
closed completely and 39 were duplicates; as indicated
above, we were unable to ascertain whether 69 provided
any abortions in the study period.

Some providers were undoubtedly missed because we
were unable to identify them; the number can be estimat-
ed by surveying a random sample of physicians or hospi-
tals not on our list of possible providers. Results from past
underreporting surveys of this kind suggest that the actu-
al number of abortions in 2000 might have been 3–4%
greater than the number we counted and that we may have
missed as many as half of the providers of fewer than 30
abortions.16 (We did not adjust the number of abortions
or providers for this estimated undercount.) The number
of abortions missed could be greater if our list omitted fa-
cilities with large abortion caseloads, but such omissions
are unlikely, since large providers usually advertise and are
known by referral sources. It is unlikely that we missed
providers who were offering only medical abortion, because
mifepristone became available only in November 2000, and
because distributor reports suggest that the bulk of mifepri-
stone shipments have been to existing providers.17

U.S. Abortion Incidence and Services

TABLE 1. Number of reported abortions, abortion rate and
abortion ratio, United States, 1973–2000

Year No. (in 000s) Rate* Ratio†

1973 744.6 16.3 19.3
1974 898.6 19.3 22.0
1975 1,034.2 21.7 24.9
1976 1,179.3 24.2 26.5
1977 1,316.7 26.4 28.6
1978 1,409.6 27.7 29.2
1979 1,497.7 28.8 29.6
1980 1,553.9 29.3 30.0
1981 1,577.3 29.3 30.1
1982 1,573.9 28.8 30.0
1983 (1,575) (28.5) (30.4)
1984 1,577.2 28.1 29.7
1985 1,588.6 28.0 29.7
1986 (1,574) (27.4) (29.4)
1987 1,559.1 26.9 28.8
1988 1,590.8 27.3 28.6
1989 (1,567) (26.8) (27.5)
1990 (1,609) (27.4) (28.0)
1991 1,556.5 26.3 27.4
1992 1,528.9 25.7 27.5
1993 (1,495) (25.0) (27.4)
1994 (1,423) (23.7) (26.6)
1995 1,359.4 22.5 25.9
1996 1,360.2 22.4 25.9
1997 (1,335) (21.9) (25.5)
1998 (1,319) (21.5) (25.1)
1999 1,314.8 21.4 24.6
2000 1,313.0 21.3 24.5

*Abortions per 1,000 women aged 15–44 as of July 1 of each year. †Abortions
per 100 pregnancies ending in abortion or live birth; for each year, the ratio is
based on births occurring during the 12-month period starting in July of that
year (to match times of conception for pregnancies ending in births with those
for pregnancies ending in abortions). Notes: Figures in parentheses are esti-
mated by interpolation of numbers of abortions. Number of abortions for
1993–1996, abortion rates for 1992–1996 and abortion ratios for 1994–1996
are revised from previously published figures on the basis of a corrected 1996
abortion incidence figure and revised 1992–1996 populations. Sources: Number
of abortions, 1973–1996; population data, 1973–1990; and birth data,
1973–1991: reference 1. Number of abortions, 1997–2000: 2001–2002 AGI
Abortion Provider Survey and interpolations. Population data, 1991–2000:
U.S. Census Bureau, Estimates for the population of the U.S., regions, divisions
and states, by five-year age-groups and sex: time series estimates, July 1, 1990
to July 1, 1999 and April 1, 1990 census population counts, 2000, <http://eire.
census.gov/popest/ archives/state/st-99-08.txt> [for 1991–1999], accessed Jun.
28, 2002; and Campbell PR, Population Projections for States by Age, Sex, Race,
and Hispanic Origin: 1995 to 2025, Washington, DC: U.S. Bureau of the Census ,
1996 [for 1999 and 2000]; both adjusted to 2000 U.S. census  figures. Birth data,
1992–2000: National Center for Health Statistics, Advance report of final natality
statistics, Monthly Vital Statistics Report, 1994, Vol. 43, No. 5, Suppl. [for 1992];
1995, Vol. 44, No. 3, Suppl. [for 1993]; 1996, Vol. 44, No. 11 [for 1994]; Report of
final natality statistics, Monthly Vital Statistics Report, 1997, Vol. 45, No. 11, Suppl.
[for 1995]; 1998, Vol. 46, No. 11, Suppl. [for 1996]; Births: final data, National Vital
Statistics Reports, 1999, Vol. 47, No. 18 [for 1997]; 2000, Vol. 48, No. 3 [for 1998];
2001, Vol. 49, No.1 [for 1999]; and 2002, Vol. 50, No. 5 [for 2000].
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The state, regional and national data reported here are
based on the location at which abortions occurred. In some
cases, data based on women’s place of residence may be
quite different. For example, according to the most recent
CDC data, 36% of abortions performed in Delaware in 1998
and 64% of abortions performed in the District of Columbia
were obtained by nonresidents.*18

RESULTS

Abortion Incidence
The number of abortions in the United States declined 3%
between 1996 and 2000, from 1.36 million to 1.31 million
(Table 1). This was the lowest number of abortions since
1976. The abortion rate also declined through 2000, reach-
ing 21.3 abortions per 1,000 women 15–44 in that year.
This figure represents a 5% drop over the four-year inter-
val and is the lowest rate since 1974. The abortion ratio de-
clined to 24.5 abortions per 100 pregnancies ending in abor-
tion or live birth in 2000; this also represents a 5% drop
since 1996 and the lowest figure since 1974. Including es-
timated miscarriages, 21% of all pregnancies in 2000 ended
in abortion (not shown).†

The number of abortions and abortion rates vary wide-
ly by region and state of occurrence (Table 2). Six states
that account for 40% of women aged 15–44—California,
Florida, Illinois, New Jersey, New York and Texas—accounted
for 55% of all abortions in 2000. Rates were highest in New
Jersey and New York, and were relatively high (above 30
per 1,000 women 15–44) in California, Delaware, Florida
and Nevada. The states with the fewest abortions—South
Dakota, North Dakota and Wyoming—are largely rural states
and have relatively small populations. The lowest rates were
in Kentucky, South Dakota and Wyoming; Idaho, Missis-
sippi, Missouri, Utah and West Virginia also had low rates
(seven or fewer per 1,000 women 15–44). Among the 25
states with the largest populations of women 15–44,  the
lowest abortion rate was in Kentucky.

Between 1996 and 2000, the abortion rate declined in
every region of the country, but changes varied by region
and, even more so, by state. The abortion rate declined in
35 states and the District of Columbia; the greatest per-
centage decreases occurred in Kentucky and Wyoming. Per-
centage changes are most meaningful in states with the
greatest number of abortions, since small absolute changes
in states with few abortions can result in large percentage
shifts. Among the states reporting at least 10,000 abortions
in 1996, the largest declines occurred in Massachusetts and
Missouri. The abortion rate increased in 15 states. The
largest percentage increase occurred in Delaware, and the
largest increase among states with at least 10,000 abortions

TABLE 2. Number of reported abortions and abortion rate, 1992, 1996 and 2000; and
percentage change in rate, 1996–2000, by region and state in which the abortions
occurred 

Region and No. Rate*
state

1992 1996 2000 1992 1996 2000 % change
1996–2000

U.S. total 1,528,930 1,360,160 1,312,990 25.7 22.4 21.3 –5

Northeast 378,810 341,500 325,540 31.8 29.1 28.0 –4
Connecticut 19,720 16,230 15,240 25.9 21.9 21.1 –4
Maine 4,200 2,700 2,650 14.8 9.8 9.9 1
Massachusetts 40,660 41,160 30,410 28.1 28.8 21.4 –26
New Hampshire 3,890 3,470 3,010 14.6 12.9 11.2 –13
New Jersey 55,320 63,100 65,780 30.5 34.9 36.3 4
New York 195,390 167,600 164,630 45.7 39.7 39.1 –2
Pennsylvania 49,740 39,520 36,570 18.6 15.0 14.3 –5
Rhode Island 6,990 5,420 5,600 29.5 23.3 24.1 3
Vermont 2,900 2,300 1,660 21.5 17.3 12.7 –27

Midwest 262,150 238,710 221,230 18.8 16.9 15.9 –6
Illinois 68,420 69,390 63,690 25.2 25.3 23.2 –8
Indiana 15,840 14,850 12,490 12.0 11.1 9.4 –15
Iowa 6,970 5,780 5,970 11.3 9.3 9.8 5
Kansas 12,570 10,630 12,270 22.4 18.6 21.4 15
Michigan 55,580 48,780 46,470 25.1 22.1 21.6 –2
Minnesota 16,180 14,660 14,610 15.6 13.7 13.5 –2
Missouri 13,510 10,810 7,920 11.5 9.0 6.6 –27
Nebraska 5,580 4,460 4,250 15.6 12.2 11.6 –4
North Dakota 1,490 1,290 1,340 10.7 9.2 9.9 7
Ohio 49,520 42,870 40,230 19.5 17.1 16.5 –3
South Dakota 1,040 1,030 870 6.9 6.5 5.5 –15
Wisconsin 15,450 14,160 11,130 13.5 12.2 9.6 –21

South 450,330 424,740 418,630 21.8 19.8 19.0 –4
Alabama 17,450 15,150 13,830 18.1 15.5 14.3 –8
Arkansas 7,130 6,200 5,540 13.5 11.2 9.8 –12
Delaware 5,730 4,090 5,440 34.9 24.0 31.3 31
District of Columbia 21,320 15,220 9,800 134.6 104.5 68.1 –39
Florida 84,680 94,050 103,050 29.3 30.7 31.9 4
Georgia 39,680 37,320 32,140 23.7 20.8 16.9 –19
Kentucky 10,000 8,470 4,700 11.4 9.5 5.3 –44
Louisiana 13,600 14,740 13,100 13.5 14.5 13.0 –10
Maryland 31,260 31,310 34,560 26.2 26.2 29.0 11
Mississippi 7,550 4,490 3,780 12.4 7.1 6.0 –17
North Carolina 36,180 33,550 37,610 22.2 19.5 21.0 8
Oklahoma 8,940 8,400 7,390 12.5 11.6 10.1 –13
South Carolina 12,190 9,940 8,210 14.2 11.4 9.3 –18
Tennessee 19,060 17,990 19,010 16.2 14.6 15.2 4
Texas 97,400 91,270 89,160 23.0 20.2 18.8 –7
Virginia 35,020 29,940 28,780 22.6 19.0 18.1 –5
West Virginia 3,140 2,610 2,540 7.8 6.6 6.8 3

West 437,640 355,210 347,600 33.9 26.6 24.9 –6
Alaska 2,370 2,040 1,660 16.6 14.2 11.7 –18
Arizona 20,600 19,310 17,940 23.4 19.2 16.5 –14
California 304,230 237,830 236,060 41.8 32.8 31.2 –5
Colorado 19,880 18,310 15,530 23.6 19.9 15.9 –20
Hawaii 12,190 6,930 5,630 46.4 26.8 22.2 –17
Idaho 1,710 1,600 1,950 7.3 6.1 7.0 15
Montana 3,300 2,900 2,510 18.5 15.4 13.5 –12
Nevada 13,300 15,450 13,740 43.0 41.7 32.2 –23
New Mexico 6,410 5,470 5,760 17.7 14.1 14.7 4
Oregon 16,060 15,050 17,010 23.9 21.2 23.5 11
Utah 3,940 3,700 3,510 9.2 7.5 6.6 –11
Washington 33,190 26,340 26,200 27.7 20.9 20.2 –3
Wyoming 460 280 100 4.4 2.6 1.0 –64

*Abortions per 1,000 women aged 15–44. Notes: Abortion rates for 1996 are revised from previously published
fiugres on the basis of revised population data. Figures for the District of Columbia in 1996 are corrected from
data originally published in 1998. Numbers of abortions are rounded to the nearest 10. Sources: see Table 1.

*The District of Columbia’s abortion count and rates are not strictly com-
parable to those of states; they are more typical of urban areas.

†For the purposes of this calculation, miscarriages are estimated as 10%
of abortions plus 20% of births. These proportions attempt to account for
pregnancies that end in miscarriage after lasting long enough to be noted
by the woman, typically 6–7 weeks after the last menstrual period. (Source:
Leridon H, Human Fertility: The Basic Components, Chicago: University of
Chicago Press, 1977, Table 4.20.)
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in 1996 occurred in Kansas (15%).
There was no clear state or regional pattern in time trends

in abortion rates. Some states with rate increases between
1992 and 1996 had declines in the later period, and vice
versa. The correlation between changes in state abortion
rates in these two periods was low (r=–0.10).

Trends in Provider Numbers
A total of 1,819 providers performed at least one abortion
in 2000—11% fewer than in 1996 (Table 3). In comparison,
the number of providers declined by 14% from 1992 to
1996. The number of providers in 2000 was 37% lower than
the all-time high of 2,908 in 1982 (not shown).

Between 1996 and 2000, the number of providers grew
in nine states and fell in 38 and the District of Columbia; in
the remaining three states, the number of providers did not
change (Table 3). California and New York—the states with
the largest numbers of providers—saw the largest absolute
decreases between 1996 and 2000. The biggest absolute in-
creases were in Connecticut, Hawaii and Pennsylvania. The
increase in Pennsylvania may have resulted from the use of
state health department data to identify hospitals that per-
formed small numbers of abortions. In Connecticut, most
of the increase was due to the identification of several physi-
cians who performed a small number of abortions in 2000;
some of these may have performed abortions in 1996, al-
though we did not record them at that time. In Hawaii, most
of the new providers were physicians as well.

Provider changes may be reflected in state abortion oc-
currence rates, especially if the number of abortions in a state
is relatively small, but the impact may be exaggerated or
muted by the size of the state (area and population), by the
size of providers that discontinue or initiate services and by
other factors. For example, a small net increase of two
providers in Delaware is probably reflected in the parallel
increase in the number of abortions that occurred in that
state. However, it is hard to tell whether the latter change
was a real increase or a shift in where Delaware residents
had abortions because the change was small compared with
changes in abortion levels in nearby areas. And while the
number of providers decreased in both Kansas and Missouri
from 1996 to 2000, a shift in service provision within the
Kansas City area from Missouri to Kansas contributed to a
sizable decrease in the abortion rate in Missouri and an in-
creased rate in Kansas, although the same population was
probably being served. The state-level correlation between
the percentage change in the abortion rate between 1996
and 2000 and the percentage change in the number of
providers during the same period was only –0.02 (not
shown). In addition, the state-level percentage change in
provider counts between 1996 and 2000 was not highly cor-
related (r=–0.08) with the change between 1992 and 1996.

Geographic Distribution of Providers
Abortion providers were located in 404 of the 3,141 U.S.
counties in 2000. Overall, 87% of counties had no provider
of abortions (Table 3). More than 90% of counties in the

U.S. Abortion Incidence and Services

TABLE 3. Number of providers, 1992, 1996 and 2000, and percentage change between
1996 and 2000; and number of counties, percentage of counties without an abortion
provider and percentage of women aged 15–44 living in a county without a provider,
2000—all by region and state

Region and state No. of providers Counties, 2000

1992 1996 2000 % change Total Without a provider
1996–2000

% of % of 
counties women*

U.S. total 2,380 2,042 1,819 –11 3,141 87 34

Northeast 620 562 536 –5 217 50 16
Connecticut 43 40 50 25 8 25 9
Maine 17 16 15 –6 16 63 45
Massachusetts 64 51 47 –8 14 21 7
New Hampshire 16 16 14 –13 10 50 26
New Jersey 88 94 86 –9 21 10 3
New York 289 266 234 –12 62 42 8
Pennsylvania 81 61 73 20 67 75 39
Rhode Island 6 5 6 20 5 80 39
Vermont 16 13 11 –15 14 43 23

Midwest 260 212 188 –11 1,055 94 49
Illinois 47 38 37 –3 102 90 30
Indiana 19 16 15 –6 92 93 62
Iowa 11 8 8 0 99 95 64
Kansas 15 10 7 –30 105 96 54
Michigan 70 59 50 –15 83 83 31
Minnesota 14 13 11 –15 87 95 58
Missouri 12 10 6 –40 115 97 71
Nebraska 9 8 5 –38 93 97 46
North Dakota 1 1 2 100 53 98 77
Ohio 45 37 35 –5 88 91 50
South Dakota 1 1 2 100 66 98 78
Wisconsin 16 11 10 –9 72 93 62

South 620 505 442 –12 1,425 91 45
Alabama 20 14 14 0 67 93 59
Arkansas 8 6 7 17 75 97 79
Delaware 8 7 9 29 3 33 17
District of Columbia 15 18 15 –17 1 0 0
Florida 133 114 108 –5 67 70 19
Georgia 55 41 26 –37 159 94 56
Kentucky 9 8 3 –63 120 98 75
Louisiana 17 15 13 –13 64 92 61
Maryland 51 47 42 –11 24 67 24
Mississippi 8 6 4 –33 82 98 86
North Carolina 86 59 55 –7 100 78 44
Oklahoma 11 11 6 –45 77 96 56
South Carolina 18 14 10 –29 46 87 66
Tennessee 33 20 16 –20 95 94 56
Texas 79 64 65 2 254 93 32
Virginia 64 57 46 –19 136 84 47
West Virginia 5 4 3 –25 55 96 83

West 880 763 653 –14 444 78 15
Alaska 13 8 7 –13 27 85 39
Arizona 28 24 21 –13 15 80 18
California 554 492 400 –19 58 41 4
Colorado 59 47 40 –15 63 78 26
Hawaii 52 44 51 16 4 0 0
Idaho 9 7 7 0 44 93 67
Montana 12 11 9 –18 56 91 43
Nevada 17 14 13 –7 17 82 10
New Mexico 20 13 11 –15 33 88 48
Oregon 40 35 34 –3 36 78 26
Utah 6 7 4 –43 29 93 51
Washington 65 57 53 –7 39 74 17
Wyoming 5 4 3 –25 23 91 88

*Population counts are for April 1, 2000. Note: Numbers of abortions are rounded to the nearest 10. Sources:
Providers, 1992 and 1996: reference 1. Providers, 2000: 2001–2002 AGI Abortion Provider Survey. Population
data, 2000: U.S. Census Bureau, American  fact  finder, summary file 2, detailed table PCT3, <http://factfinder.
census.gov/servlet/DTGeoSearchByListServlet?ds_name=DEC_2000_SF2_U&_lang=en&_ts=55786803406>,
accessed May 21, 2002.
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and 34% in 2000. However, figures based on comparable
metropolitan classifications indicate that the proportion of
women with no provider in their county increased from 1978
to 1996 in both metropolitan and nonmetropolitan coun-
ties, but changed only slightly between 1996 and 2000. There
was no change during the 1990s in the proportion of women
in metropolitan areas living in counties with no large provider,
although the levels were slightly greater than those in 1978
and 1985. Almost all women in nonmetropolitan counties
have lived without a large abortion provider.

The 856 metropolitan counties make up 276 metropol-
itan areas (on the basis of the 1999 metropolitan classifi-
cation). Eighty-six of these areas (31%) have no abortion
provider, and an additional 12 reported fewer than 50 abor-
tions in 2000 (not shown). If women in these areas sought
abortions at the same rate as the overall U.S. population,
as many as 250–2,640 women in each metropolitan area
would seek abortion services. The two largest areas with-
out a provider are within 100 miles of each other in east-
ern Pennsylvania (Scranton–Wilkes-Barre–Hazleton and
Lancaster), and have 124,000 and 99,000 women aged
15–44, respectively. Three other areas have populations of
80,000 or more women 15–44: Provo-Orem, Utah; Lafayette,
Louisiana; and Canton-Massillon, Ohio. However, all re-

Midwest and South had no abortion provider; outside of
these regions, the only states with no provider in at least
90% of counties were Idaho, Montana, Utah and Wyoming.

Although the vast majority of counties had no provider,
only 34% of women aged 15–44 in 2000 lived in counties
with no abortion providers, because many of these have
relatively small populations. However, nearly half of women
in the Midwest (49%) and South (45%) lived in counties
that lacked abortion services. In 19 states in these regions,
at least half of women lived in counties without an abor-
tion provider. However, in six states in the same regions—
Delaware, Florida, Illinois, Maryland, Michigan and Texas
(and the District of Columbia)—fewer than one-third lived
in counties with no provider. Fewer than one in five women
in the Northeast and West lived in counties without an abor-
tion provider; the proportion was less than one-third in 13
states in these regions and more than one-half in only three. 

These measures may overestimate or underestimate the
availability of services. On the one hand, many counties
with no provider are adjacent to others where services may
be available. On the other hand, facilities that perform few
abortions may not be well known to the general public, so
the existence of a small provider in a county does not guar-
antee the availability of services. Thus, additional useful in-
dicators of service availability are the presence or absence
of providers in an entire metropolitan area* and the pro-
portion of counties without a provider large enough to be
likely to advertise its services and accept self-referred pa-
tients.19 (For the purposes of this analysis, we use 400 or
more abortions provided per year as the criterion for this
category of provider.)

Between 1990 and 1999, the number of counties defined
as metropolitan grew as some cities and urbanized areas
became large enough to qualify as metropolitan areas.† In
Table 4, where we present analyses by metropolitan status,
we show figures for 2000 using two definitions of metro-
politan status. This allows us to give accurate figures for
2000 (based on the 1999 metropolitan classification), while
also showing true trends since 1978 (based on the 1990
classification).

The proportion of counties with no abortion provider
in 2000 (87%) changed little compared with that in 1996
(86%), but remained higher than the proportion in 1978
(77%). In addition, the proportion of counties with no
provider of 400 or more abortions per year has changed
little over time, indicating that the drop in counties with
providers has been concentrated in those where providers
perform fewer than 400 abortions per year.

Most abortion providers are located in metropolitan areas:
94% of all providers and 99% of those who performed 400
or more abortions in 2000 (not shown). Even so, 61% of
counties in metropolitan areas had no abortion provider,
and 70% had no large provider (Table 4). Of nonmetro-
politan counties, 97% had no provider, and virtually all
lacked a provider of at least 400 abortions per year.

Overall, the proportion of women living in a county with-
out a provider increased from 27% in 1978 to 30% in 1985

TABLE 4. Percentage of counties with no abortion providers and with no large
providers, and percentage of women aged 15–44 living in those counties, by metro-
politan status, selected years

Provider and 1978 1985 1992 1996 2000
metropolitan status

Based on Based on 
1990 status 1999 status

COUNTIES
No provider 77 82 84 86 87 87
Metropolitan 47 50 51 55 57 61
Nonmetropolitan 85 91 94 95 96 97

No large provider* 93 92 92 92 92 92
Metropolitan 69 65 68 66 67 70
Nonmetropolitan 99 99 99 >99 >99 >99

WOMEN
No provider in county 27 30 30 32 34 34
Metropolitan 12 15 16 18 19 21
Nonmetropolitan 69 79 85 87 86 91

No large provider in county* 43 43 41 41 41 41
Metropolitan 25 26 27 27 27 29
Nonmetropolitan 96 98 97 98 94 99

*Provider of at least 400 abortions per year. Note: The classification of some counties as metropolitan areas changed
between 1990 and 1999. Figures for 1978–1996 use 1990 definitions. Sources: 1978–1996: reference 1. 2000:
2001–2002 AGI Abortion Provider Survey.

*A metropolitan area is defined by the Office of Management and Budget
as “a core area containing a large population nucleus together with adja-
cent communities having a high degree of economic and social integration
with that core” (source: National Institute of Standards and Technology,
FIPS 8–6: metropolitan areas, <http://www.itl.nist.gov/fipspubs/fip8-6-0.
htm>, accessed May 14, 2002). Metropolitan areas consist of one county
or two or more that are contiguous.

†Under the 1990 definition, 745 counties were in metropolitan areas; in 1999,
the number rose to 856. Our previous analyses through 1996 used the 1990
metropolitan definition, but our current analyses use the 1999 definition.
As a result, trends in measures broken down by metropolitan status may
show change even if changes did not occur in individual counties.
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gions of the country are represented on the list of metro-
politan areas with no provider of 50 or more abortions.*
Ten of these metropolitan areas are located in or include
Texas, seven are in Pennsylvania and six each are in Al-
abama, Indiana and Ohio. In some cases, active commu-
nity opposition has made it difficult to establish abortion
facilities in unserved cities. For example, when a provider
in Lancaster, Pennsylvania, made plans to offer abortions
in September 1998, antiabortion advocates initiated legis-
lation that led the local zoning board to reverse its initial
stance and deny the clinic a permit for surgical procedures.20

Types of Providers
•Clinics. In 2000, clinics made up 46% of all abortion
providers (Table 5); this proportion was up from 43% in
1996 (figures cited here and below for 1996 are not shown
in the table). Most abortions in 2000 were performed at
clinics (93%); this figure increased from 90% in 1996.
(Physicians’ offices where more than 400 abortions were
provided have been categorized as clinics.)

Slightly more than half of clinics (25% of all providers)
were specialized abortion clinics, defined as those where
at least half of patient visits are for abortion services. Such
clinics provided 71% of abortions in 2000, about the same
proportion as in 1996 (70%). Caseloads are largest at abor-
tion clinics: Three-fourths provided at least 1,000 abortions
in 2000, while only 7% of other providers did so. The re-
maining clinics, in which the majority of patients receive
services other than abortion, made up 21% of providers
and performed 22% of all abortions in 2000.
•Hospitals. One-third of abortion providers in 2000 were
hospitals, nearly the same proportion as in 1996. Howev-
er, the proportion of abortions performed in hospitals de-
creased from 7% to 5% during the four years. More than
half of hospitals performing abortions (18% of all providers)
performed fewer than 30; 24% performed five or fewer abor-

tions (not shown—these hospitals were most likely per-
forming abortions only in cases of fetal anomaly or serious
risk to the woman’s life or health).

Four-fifths (82%) of hospitals that provided abortions
were private; 69% were nonprofit and 13% were for-profit.
The remaining hospital providers were under the juris-
diction of either a state (5%), a county (5%), a city (3%)
or a hospital district, a public entity created by a state and
covering a specific community (6%). Eighty-eight percent
of hospital abortions were outpatient procedures, nearly
the same proportion as in 1996 (91%) and 1992 (89%).
In 2000, some 8,000 abortions involved hospitalization
(not shown).
•Physicians. One-fifth (21%) of providers were physicians’
offices (defined here as providers that appear from their
name to be physicians’ offices and reported performing
fewer than 400 abortions in 2000), representing a decline
from 23% in 1996. Forty-one percent of these practices (9%
of all providers) performed fewer than 30 abortions in 2000.
In total, these offices performed 27,500 abortions, and their
share of abortions fell from 3% in 1996 to 2% in 2000.

Provider Caseloads and Types of Procedures
A majority (62%) of abortion providers performed fewer
than 400 abortions in 2000. However, most abortions were
obtained at large facilities where 1,000 or more abortions
were performed (80%), nearly the same proportion as in
1996 (79%). Large providers were predominantly abortion
clinics; 65% of abortions in 2000 were performed in abor-
tion clinics that had caseloads of 1,000 or more procedures
per year. Between 1996 and 2000, the number of providers
declined in each size category except the largest (5,000 or
more); thus, abortions were increasingly concentrated
among a small number of very large providers.
•Early medical abortion. Mifepristone received FDA ap-
proval in September 2000, and distribution of the drug to
providers began in November 2000.21 Thus, the first six
months of 2001 represent the initial period in which the
method was available to American women outside of clin-

U.S. Abortion Incidence and Services

*The full list of metropolitan areas with no provider of 50 or more abor-

tions is available from the authors.

TABLE 5. Number and percentage distribution of all abortion providers and all abortions, and number and percentage of
providers and abortions represented by each type of facility, by caseload

Caseload All Abortion clinics Other clinics Hospitals Physicians’ offices*

No. % No. % No. % No. % No. %

Providers 1,819 100 447 25 386 21 603 33 383 21
1–29 523 29 1 <1 33 2 332 18 157 9
30–399 599 33 19 1 112 6 242 13 226 12
400–999 264 15 91 5 154 8 19 1 na na
1,000–4,999 405 22 313 17 82 5 10 1 na na
≥5,000 28 2 23 1 5 <1 0 0 na na

Abortions 1,312,990 100 927,200 71 292,710 22 65,590 5 27,490 2
1–29 5,340 <1 0 0 470 <1 2,970 <1 1,900 <1
30–399 78,240 6 4,840 <1 19,440 1 28,370 2 25,600 2
400–999 177,450 14 65,150 5 100,920 8 11,390 1 na na
1,000–4,999 858,340 65 701,900 53 133,570 10 22,860 2 na na
≥5,000 193,620 15 155,310 12 38,310 3 0 0 na na

*Physicians’ offices reporting 400 or more abortions a year are classified as clinics (either abortion clinics, if at least half of patient visits are for abortion services, or
other clinics). Notes: na=not applicable. Abortion counts may not sum to totals and percentages may not add to 100 because of rounding.
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er providers reported a greater number of early medical
abortions). We did not ask hospitals the number of med-
ical abortions they provided, but if 6% of all abortions at
hospitals were early medical abortions, an estimated 2,000
additional early medical abortions were performed, for a
total of 37,000 early medical abortions in the first half of
2001.

Of providers performing medical abortions, 54% used
only mifepristone, and 18% used only methotrexate (not
shown). A smaller proportion of physician offices (54%)
than of clinics (75–77%) performed medical abortions with
mifepristone; larger providers were more likely than small-
er ones to perform medical abortions with mifepristone.

Among nonhospital facilities that did not offer medical
abortion in the first half of 2001, 30% reported that they
“probably will” offer it in the future, 23% said “maybe” and
47% said they “probably won’t” (not shown). Providers with
larger caseloads were more likely than those with smaller
caseloads to report that they would offer the method, as
were providers in the Northeast and Midwest.
•Dilation and extraction abortions. Abortions performed
by dilation and extraction* are quite rare: Eighteen providers
reported 1,274 such abortions in 2000, and 16 providers
reported 742 for the first half of 2001; an additional provider
reported performing dilation and extraction abortions in
both 2000 and 2001, but could not say how many. As-
suming that the provision of dilation and extraction abor-
tions by providers who responded to the question reflects
the experience of nonrespondents of similar type and size,
an estimated total of 31 providers performed the procedure
2,200 times in 2000, and 0.17% of all abortions performed
in that year used this method. While these data confirm
that the absolute number of abortions performed by dila-
tion and extraction is very small, this figure should be in-
terpreted cautiously, because projections based on such
small numbers are subject to error.22

DISCUSSION

Between 1996 and 2000, the U.S. abortion rate fell 5%, a
decline less than half as steep as that seen between 1992
and 1996 (12%). The number of abortion providers con-
tinued to decline between 1996 and 2000, at a rate slight-
ly lower than that during 1992–1996. The 1996–2000 pe-
riod saw the continuing consolidation of abortion provision
at clinics, particularly specialized clinics; only 7% of abor-
tions in 2000 were performed in nonclinic facilities. This
trend may be partially due to increasing legal constraints
on the circumstances under which abortions may be per-
formed, such as zoning rules and state licensing and in-
spection requirements. Specialized clinics may be better

ical trials. During that period, one-third of all abortion
providers in the 2000 provider universe performed at least
one early medical abortion—that is, an abortion in the first
trimester using mifepristone or methotrexate (Table 6); med-
ical abortions with mifepristone and methotrexate are al-
ways prescribed with misoprostol.

About half of abortion clinics (51%) and nonspecialized
clinics (45%) provided early medical abortion, as did one
in five (19%) hospital abortion providers. Large providers
were the most likely to offer early medical abortion during
this initial time period: At least 60% of those performing
1,000 or more abortions per year offered medical abortion,
compared with at most 23% of providers performing fewer
than 400 abortions. All of the providers offering early med-
ical abortions during our survey period also performed sur-
gical abortions.

Nonhospital facilities made up 81% of sites where early
medical abortions were provided in the first half of 2001
(not shown). These sites provided an estimated 35,000 early
medical abortions in that time period; 72% of these were
performed with mifepristone, and the rest with methotrex-
ate (Table 6). Roughly three-quarters of medical abortions
were provided at abortion clinics.

Early medical abortions represented an estimated 6%
of abortions performed in nonhospital facilities during the
first half of 2001. Providers with annual caseloads of fewer
than 30 abortions reported a higher proportion of medical
abortions than those with larger caseloads (although larg-

TABLE 6. Estimated number and percentage of providers
performing early medical abortion; and among nonhospi-
tal abortions, number and percentage that were medical,
and percentage of medical abortions that used mifepris-
tone—all by selected characteristics of providers, Janu-
ary–June 2001

Characteristic Providers Nonhospital abortions

No. %* No. that % that % of
were were medical
medical† medical that used

mifepristone

Total 603 33 35,300 6 72

Provider type
Abortion clinics 229 51 25,900 6 75
Other clinics 174 45 8,600 6 77
Hospitals 112 19 u u u
Physicians’ offices 88 23 800 6 54

Region
Northeast 201 38 9,800 6 81
Midwest 82 44 6,000 6 70
South 148 33 13,300 7 64
West 173 26 6,200 4 73

2000 abortion caseload
1–29 74 14 200 18 57‡
30–399 138 23 1,300 5 u
400–999 128 48 6,200 7 75
1,000–4,999 245 60 22,900 6 78‡
≥5,000 19 68 4,600 5 u

*The denominator is the provider universe for the year 2000. †Rounded to the
nearest 100. ‡Caseload category 1–29 includes 30–399, and category 1,000–4,999
includes ≥5,000, because cell sizes are too small to break them out individual-
ly. Note: u=unavailable.

*The definition of dilation and extraction, as printed on the questionnaire,
was as follows: deliberate dilation of the cervix, usually over several days;
instrumental conversion of the fetus to a footling breech; breech extrac-
tion of the body excepting the head; and partial evacuation of the in-
tracranial contents of a living fetus to effect vaginal delivery of a dead but
otherwise intact fetus (source: American College of Obstetricians and Gy-
necologists (ACOG), ACOG statement of policy: statement on intact di-
latation and extraction, Washington, DC: ACOG, Jan. 12, 1997).
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able to deal with new restrictions than physicians’ offices
and nonspecialized clinics, which may not be willing or able
to undertake the expenses and time required to comply with
them. This factor may be most relevant in South Carolina
and Mississippi, where new licensing laws have created bur-
densome requirements for small providers; at least one
South Carolina provider has reportedly closed in response
to the new regulations.23

Another factor that may have contributed to the decline
in the number of providers since 1996 is harassment. De-
spite the reported decline in severe forms of harassment of
abortion providers,24 several high-profile incidents of vio-
lence have occurred since 1996. In addition to the murder
of Buffalo abortion provider Barnett Slepian and the death
of a police officer in a Birmingham, Alabama, clinic bomb-
ing in 1998, two doctors were shot and wounded in 1997.25

These incidents may have increased providers’ fear of phys-
ical threats and, thus, contributed to the drop in the num-
ber of providers.

The decrease in providers was concentrated among those
with small caseloads. Because many hospitals and physi-
cians who did not perform abortions in 2000 performed
few abortions in 1996, this decline probably had little im-
pact on abortion incidence nationally, although it may have
had a significant impact on abortion accessibility for resi-
dents of some rural areas and small towns. 

For most American women, access to abortion is directly
tied to where they live. Only 3% of nonmetropolitan coun-
ties have a provider, and almost none of those providers
performed more than 400 abortions in 2000. Of metro-
politan counties, only 30% have a large abortion provider.
Surprisingly, although the proportion of nonmetropolitan
counties with a provider has declined, the proportion of
women in nonmetropolitan counties with a provider ap-
pears to have increased slightly, probably because of pop-
ulation shifts toward counties with providers. In metro-
politan areas, the proportion of women living in counties
with providers has changed little.

The Northeast and West are characterized by higher abor-
tion rates and greater access to providers than are the Mid-
west and South, and also by more supportive laws regard-
ing abortion.26 In some states, abortion decreases may be
due to regulatory requirements placed on women seeking
abortion. For example, in Wisconsin, the imposition of a
two-day delay law may have contributed to the 21% decline
in the abortion rate (although women there may increas-
ingly have gone to Illinois, particularly Chicago, to obtain
abortions). In other states, rates may decline because many
women travel out of state to have abortions.27 This may
occur when the barriers to obtaining an abortion—such as
gestational limits or other restrictions, or expense—are lower
in neighboring states. 

During the first six months of 2001, early medical abor-
tion (largely mifepristone) accounted for a small but non-
negligible proportion of all abortions. As of April 2002, 69%
of National Abortion Federation members offered the
method.28 The growing acceptance of mifepristone raises

the possibility that the decrease in surgical abortion
providers may be offset by an increase in the number of
providers that offer medical abortion, particularly in areas
with no current providers. However, the information avail-
able from this early phase of provision suggests that the
availability of this new procedure has not reduced travel
distances for abortions29 or increased the overall abortion
rate. In addition, our findings show that mifepristone is
being used mostly by existing (surgical) abortion providers
rather than by new providers.

In the past, the U.S. abortion rate has been distinctly high-
er than the rate in other industrialized countries. Although
the U.S. rate (21.3 per 1,000 women 15–44) is still higher
than those in many western European countries, it is now
within the range of rates in a few other developed coun-
tries, such as Sweden (18.7) and Australia (22.2).30 Fur-
thermore, U.S. rates vary by women’s ethnicity and so-
cioeconomic standing; the rate among white non-Hispanic
women is in the middle range of other developed countries,
but other ethnic groups have higher rates. Moreover, poor
and near-poor women have rates roughly twice as high as
their wealthier counterparts.31

This article has documented current levels of abortion
and abortion service provision. More research needs to be
done both to understand why abortion service provision is
changing and the impact on women of the small number
and geographic concentration of providers. In addition, fur-
ther work is needed to determine the causes of declines in
the abortion rate. Increasing use of emergency contracep-
tion appears to have been a major contributor in recent years:
An estimated 51,000 pregnancies were averted by emergency
contraception in 2000, accounting for 43% of the decrease
in abortions since 1994.32 Contraceptive use trends through
1995—improvements in use (e.g., a shift to greater use of long-
acting, highly effective methods) and reductions in the pro-
portion of women using no method—may have continued.
The abortion rate decline between 1994 and 2000 was great-
est among teenagers.33 Both a decline in sexual activity
among adolescents and increased use of contraceptives at
first intercourse contribute to decreasing pregnancy and abor-
tion rates among adolescents.34

It is also important to understand better the societal and
personal factors that can have an impact on sexual and con-
traceptive behavior and the ways women deal with unin-
tended pregnancies, as well as the factors that affect women’s
ability to obtain abortions when they seek them. The im-
pacts of various influences may also change over time. For
example, one previous study found no consistent rela-
tionship between economic conditions (as measured by
income, employment and government benefits) and abor-
tion rates at the state level.35 However, new data indicate
that trends in abortion rates were similar among lower- and
higher-income women between 1987 and 1994, but have
diverged since then.36 This may indicate that increased eco-
nomic pressures are discouraging greater numbers of lower-
income women from having children, or that it is more dif-
ficult for them to avoid unintended pregnancy because of
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decreased access to contraceptive services.
With more than one in five U.S. pregnancies ending in

abortion, it is clear that American women are becoming preg-
nant far more often than they desire. More than half of these
pregnancies occur among women who had difficulty using
contraceptive methods effectively or who experienced method
failure, and nearly half occur among the minority of sexual-
ly active women who use no contraceptives, reflecting the
high rate of pregnancy among this group.37 The challenge
of reducing U.S. abortion rates without increasing unintended
births requires action on several fronts, but foremost among
these are increasing (and increasing the effectiveness of) con-
traceptive use by sexually active women and their partners,
improving access to contraceptive services for those who are
disadvantaged and ensuring the availability of a broader range
of more-effective and user-friendly contraceptive methods.
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