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ready received FDA approval in 1953 for
the treatment of cancer; thus, physicians
could prescribe it legally as an abortifa-
cient, even though it had not been ap-
proved by the FDA for that purpose.

The availability of medical abortifa-
cients promises to increase U.S. women’s
access to abortion, but this will happen
only if women are willing to use them and
if they find such drugs acceptable. Ac-
ceptability among consumers is particu-
larly important because the success of
medical abortion depends on women’s
willingness to complete the regimen at
home and to wait for the drugs to take ac-
tion. In addition, information about
women who choose this option, and how
they differ from women who select the
more traditional surgical procedure, is im-
portant to health care providers planning
to offer medical abortion services. 
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Choice of and Satisfaction with Methods of Medical
And Surgical Abortion Among U.S. Clinic Patients
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In the United States, women seeking to
terminate an early pregnancy now
have a choice between medical and

surgical abortion procedures. The two
major drugs currently being used to in-
duce abortion are mifepristone and meth-
otrexate (both used in conjunction with
the mild prostaglandin misoprostol).
Medical abortion induced with mifepris-
tone followed by misoprostol has been
used extensively in Europe and China.
However, only recently has this option be-
come available to U.S. women. The Food
and Drug Administration (FDA) gave
final approval to release mifepristone for
use as an abortifacient on September 28,
2000, after 12 years of political struggle.
In the early 1990s, prior to the approval of
mifepristone, medical researchers also
began to explore the use of methotrexate
to induce abortion.1 Methotrexate had al-

Several studies conducted outside the
United States have documented that
women find medical abortion acceptable.
Although the published studies of first-
trimester medical abortion are diverse in
research designs, their findings are quite
consistent: Most women who had a first-
trimester medical abortion were satisfied
with the procedure, would choose it again
if they needed to terminate another preg-
nancy and would recommend it to their
friends.2

Only a handful of studies have explored
the acceptability of medical abortion
among U.S. women.3 These studies, like
those conducted in Europe and Asia, doc-
ument high levels of acceptability among
women who chose and used medical
abortion for first-trimester abortion. Al-
though these descriptive studies indicate
that medical abortion is acceptable to
American women, no studies to date have
directly compared the acceptability of
medical abortion to that of the current
standard therapy, suction curettage abor-
tion. Moreover, no studies have examined
factors associated with the selection of
medical versus surgical procedures
among women in the United States.

Our overall purpose in this article was
to compare women who chose metho-
trexate-induced abortion with those who
selected suction curettage abortion re-
garding their experience and level of sat-
isfaction with the abortion procedure. Our
specific objectives were to: identify factors
associated with the choice of abortion
method; compare the two groups with re-
gard to anticipated and actual experience
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Context: Abortion induced by drugs is now a viable alternative to surgically induced abortion
for U.S. women. Women’s willingness to use these new methods of medical abortion hinges on
the extent to which they prove acceptable, however.

Methods: Among 304 women participating in a clinical trial of medical abortion, 186 received a
methotrexate-induced abortion and 118 were offered the option of a medical abortion but chose
a surgical procedure instead. Study participants completed self-administered questionnaires
before the abortion and again at a follow-up visit. 

Results: Women in the medical and surgical abortion groups did not differ significantly with re-
gard to demographic and other background characteristics: Their mean age was about 27, more
than two-thirds were white, and three-quarters were unmarried and worked either part-time or
full-time. However, women’s ratings of seven attributes of abortion methods were significant
predictors of choosing a medical abortion: Women were more likely to choose medical abortion
if they placed greater importance on a method that was nonsurgical, one that resembled a mis-
carriage or one that could take place at home (odds ratios, 2.0–3.3). Conversely, women were
less likely to choose medical abortion if they valued methods that were quick, that did not in-
volve painful cramping or seeing blood or blood clots and that needed a doctor or nurse to be
present (odds ratios, 0.3–0.5). Compared with those who had a surgical abortion, women who
had a methotrexate-induced abortion expected more bleeding (mean scores, 3.5 vs. 3.1) and
reported more pain (3.4 vs. 2.9), heavier bleeding (3.4 vs. 2.5) and bleeding of longer duration
(3.3 vs. 2.6). The overwhelming majority of women in the medical and surgical abortion groups
reported that they were either very or somewhat satisfied with their abortion method (81% and
82%, respectively), would recommend it to others (82% and 78%) and would choose the meth-
od again (89% and 93%).

Conclusions: Factors affecting the choice of abortion method appear to be numerous and com-
plex. Providers need to be sensitive to differences in women’s values and life circumstances
when counseling them about an abortion method. In particular, providers should incorporate
into their counseling sessions what women need to know about the characteristics of abortion
methods and help women to identify what is the best option for them.
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ability study, and she was given brief in-
structions on how to complete the ques-
tionnaires. 

Of the 368 eligible women asked to par-
ticipate, 304 (83%) consented and com-
pleted the initial questionnaire (81% of the
surgical group and 86% of the medical
group). Women who agreed to participate
were compared with those who refused
on three demographic characteristics: age,
ethnicity and education. Although the two
groups did not differ significantly by age
or ethnicity, women who participated in
the study reported significantly higher
levels of education than did nonpartici-
pants (p<.05). 

Among the 304 participants, 255 (84%)
completed the follow-up questionnaire.
The follow-up rate was significantly high-
er among women who had undergone
medical abortion than among those who
had had a surgical abortion (89% vs. 76%,
χ2=8.26, p<.01).

Data Collection
Data were collected at two stages, using
pretested, self-administered question-
naires. Women completed the initial ques-
tionnaire after they had chosen their abor-
tion method but before the injection was
given or the surgical procedure was per-
formed. This instrument collected back-
ground information and data on the fol-
lowing topics: the abortion method
chosen; women’s expectations about the
method chosen with regard to pain, anx-
iety and bleeding; and the relative im-
portance of different method characteris-
tics in women’s decision-making. Clinic
staff verified the abortion methods re-
ported by the women.

Participants completed the second
questionnaire during or after their follow-
up visit to the clinic. Data collected in this
questionnaire included women’s experi-
ence with the abortion method, their de-
gree of satisfaction with the method,
whether they would choose the method
again and whether they would recom-
mend the method to friends. The surgical
patients were required to complete the
questionnaire within four weeks of the
procedure; approximately 90% did so at
their two-week follow-up visit. Medical
patients were required to complete the
questionnaire no more than two weeks
after clinic staff confirmed that the abor-
tion was complete; the vast majority did
so during the visit at which the abortion
was confirmed to be complete. Three-
fourths of the women had confirmed com-
plete abortions within 20 days after the ad-
ministration of methotrexate (median, 15

(pain, anxiety and bleeding) with their
abortion method; determine whether
women who have medical abortions are
more or less satisfied than women who
have surgical abortions; and identify fac-
tors associated with women’s satisfaction
with their chosen abortion method. 

Methods
Participants
This acceptability study was conducted
in conjunction with the Planned Parent-
hood Federation of America (PPFA) clin-
ical trial to evaluate the medical abortion
experience for women and determine the
effectiveness of methotrexate and miso-
prostol for early abortions. Our sample in-
cludes 186 women who had methotrexate-
induced abortions while enrolled in the
PPFA clinical trial at clinics in Des Moines;
New York City; Phoenix; York, Pennsyl-
vania; and Walnut Creek, California. We
compare these women with 118 who were
eligible for the clinical trial and were of-
fered the option of a medical abortion, but
chose the surgical procedure instead. 

In the protocol used by PPFA, metho-
trexate was administered in the form of an
injection during a clinic visit. Women were
then given two doses of misoprostol (eight
tablets, 200 milligrams each) to take at
home, with instructions to insert one dose
vaginally 4–6 days after the injection of
methotrexate. If the abortion did not occur
within 48 hours of insertion, they were to
insert a second dose. A return visit to the
clinic was required within 14–16 days after
the initial injection.4

Although the majority of the surgical
procedures were performed using elec-
trical vacuum aspiration, 10% were done
with manual vacuum aspiration. All sur-
gical patients were scheduled to return for
a follow-up visit 2–4 weeks after the 
procedure.

Between September 1997 and July 1998,
clinic personnel at participating PPFA af-
filiates recruited all women who were 18
years of age or older and who met the el-
igibility requirements for the methotrex-
ate clinical trial.* After the women had
been counseled on abortion method op-
tions and had chosen either medical or
surgical abortion, they were given writ-
ten information about the acceptability
study. Clinic staff explained to the women
that their participation was completely
voluntary and would not affect the care
they received. The women were given
time to look over the materials and trained
clinic staff answered their questions. If a
woman expressed interest, she was asked
to give written consent for the accept-

days). Thus, approximately 60% of the
medical patients completed the follow-up
questionnaire within two weeks and 80%
within three weeks of administration of
methotrexate.

Measures
To determine the characteristics that
women value in an abortion method, in
the initial questionnaire we asked partic-
ipants  to rate the importance of 21 char-
acteristics “when choosing between sur-
gical and medical abortion.” Participants
recorded their responses on a five-point
Likert scale ranging from a value of 1 for
“not important” to a value of 5 for “ex-
tremely important.”

On the initial questionnaire, women
were asked about their expectations re-
garding four aspects of their abortion pro-
cedure: pain, anxiety, amount of bleeding
and length of bleeding. At follow-up, they
were asked about their actual experiences
based on the same four items. Women
rated each item on a five-point Likert scale.
For the first three characteristics, scale
points ranged from “none” (1) to “ex-
treme” (5). For the length of bleeding, pos-
sible responses were 1–3 days (1), 4–6 days
(2), 7–9 days (3), 10–12 days (4) and 13 or
more days (5). We used identical scale
points for expectations and experiences,
but the wording of items differed slight-
ly (e.g., “How much pain do you think
you will have?” in the initial question-
naire, versus “How much pain did you
have?” in the follow-up questionnaire.)

Finally, we assessed women’s satisfac-
tion with their chosen abortion method
using responses to three questions from the
follow-up survey. The first asked, “How
satisfied were you with your abortion
method?” Participants were asked to in-
dicate if they were “very satisfied,” “sat-
isfied,” “neutral,” “dissatisfied” or “very
dissatisfied.” The second question asked
women whether they would recommend

*Women were eligible to enroll if their pregnancy was no
more than 49 days of gestation. Vaginal ultrasound was
required. Clinicians used the fetal embryonic pole (if pre-
sent) to determine gestational age; otherwise, they used
the diameter of the gestational sac. If the embryonic pole
was longer than 10mm, the woman could not enroll. A
gestational sac did not need to be present for a woman to
be enrolled, but if a sac was not present, a serum beta-
HCG was performed. If the beta-HCG was less than 2,000
mIU/ml and if the woman did not have symptoms sug-
gestive of ectopic pregnancy, she could enroll. Women
with a hematocrit of less than 30% were excluded. Rh-neg-
ative women received minidose Rh immune globin on
the day of methotrexate administration. Although women
younger than 18 were eligible to enroll in the clinical trial
if they had parental consent, all participants in the ac-
ceptability study were required to be 18 or older. (Source:
see Borgatta L et al., 2000, reference 3.)



Results
Participant Characteristics
Women in the medical and surgical abor-
tion groups did not differ significantly with
regard to any of the demographic charac-
teristics examined (Table 1). Ages of par-
ticipants in both groups ranged from 18 to
45; the mean age was 27.5 years. More than
two-thirds of the women were non-His-
panic white, 12% were black and 11% were
Hispanic or Latina. More women in the
medical group (40%) than in the surgical
group (28%) had completed college, al-
though this difference was not statistically
significant. Three-fourths of the participants
were single and had jobs outside the home.

The two groups were also similar with
regard to other background variables. Half
of the participants (52%) reported a pre-
vious birth. One in five women had ex-
perienced a miscarriage (20%), and almost
half (47%) had experienced a previous sur-
gical abortion—although this proportion
was somewhat greater in the medical
abortion group (51%) than in the surgical
abortion group (42%). Most women (84%)
reported feeling very comfortable or
somewhat comfortable with their decision
to have an abortion. More than one-fifth
of all participants (22%) reported having
been raped, sexually abused or forced to
have sex at some time in their lives.

Method Attributes and Method Choice
Women who chose medical abortion dif-
fered significantly from
those who selected sur-
gical abortion in their
ratings of 14 of the 21 at-
tributes (Table 2). Surgi-
cal abortion patients
gave significantly
greater importance than
medical abortion pa-
tients did to 10 attribut-
es: The procedure is
over with quickly (4.6
vs. 4.0); it does not have
side effects such as nau-
sea, headache and diar-
rhea (3.8 vs. 3.2); it does
not cause heavy bleed-
ing (3.6 vs. 2.9); the pa-
tient does not see blood
(3.0 vs. 1.9); the proce-
dure does not cause
cramping (3.6 vs. 2.5); it
does not lead to bleed-
ing for longer than
seven days (3.5 vs. 2.9);
it is a technique that has
been used for a long
time (3.9 vs. 3.1); it takes

their abortion method to a friend. Women
could respond by checking “definitely
yes,” “probably yes,” “don’t know,” “prob-
ably no” or “definitely no.” Also, women
were asked which method they would
choose if they were to have another abor-
tion—surgical abortion or medical abor-
tion with methotrexate and misoprostol.

Analytic Approach
We compared categorical variables using
chi-square analysis, and continuous vari-
ables using either a t-test or a paired t-test
(the latter for within-group comparisons).
We conducted bivariate analyses to ex-
amine the association between abortion
method choice and factors hypothesized
to be relevant to this choice. Because of the
large number of comparisons, we set the
significance level for the bivariate analy-
ses at p<.01. We then performed a logis-
tic regression analysis to determine pre-
dictors of medical abortion selection,
using only variables that were significant
in the bivariate analyses. We also con-
ducted bivariate analyses for medical and
surgical abortion patients separately to ex-
amine the association between satisfaction
with abortion and factors hypothesized
to influence satisfaction.

only a few visits (3.8 vs. 3.4); a doctor or
nurse is present (4.1 vs. 2.8); and the pa-
tient knows where and when the abortion
is taking place (3.9 vs. 3.4).

In contrast, medical abortion patients
gave four attributes significantly greater
importance than did surgical abortion pa-
tients: The procedure does not involve
surgery (4.2 vs. 3.1), it takes place in the pri-
vacy of home (3.9 vs. 2.3), it does not in-
volve surgical instruments (3.9 vs. 2.6) and
it is like a natural miscarriage (3.9 vs. 2.6).

We included these 14 attribute ratings
in a logistic regression model as predic-
tors of choosing a medical abortion. The
results of the logistic regression reveal that
seven attributes were significant predic-
tors of choosing medical abortion (Table
3). Women who placed greater importance
on a method that did not involve surgery
(odds ratio, 2.7), that allowed the abortion
to take place at home (odds ratio, 2.0) and
that resembled a natural miscarriage
(odds ratio, 3.3) were more likely to choose
medical abortion. Conversely, women
were less likely to choose medical abor-
tion if they valued a method that was
quick (odds ratio, 0.3), that did not require
the patient to see blood or blood clots
(odds ratio, 0.5), that did not involve
painful cramping for more than an hour
(odds ratio, 0.5) and that was performed
under a doctor’s or nurse’s supervision
(odds ratio, 0.3). The regression model cor-
rectly classified 93% of the total sample,
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Table 1. Mean values, percentage distribution
of abortion patients, by selected characteris-
tics, and percentages with certain characteris-
tics, all according to abortion method chosen

Characteristic Total Surgical Medical
(N=304) (N=118) (N=186)

Age (mean) 27.5 27.2 27.6
Ethnicity

Black 12.4 8.7 14.7
Asian/PaciÞc Islander 3.7 3.5 3.8 
Hispanic/Latina 11.0 8.7 12.5
White non-Hispanic 68.2 73.0 65.2
Mixed ethnicity/other 4.7 6.1 3.8

Education
≤high school 23.1 26.2 21.0
Some college 41.4 45.8 38.7
Completed college/

some graduate ed. 35.5 27.9 40.3
Marital status 

Married 23.8 21.2 25.4
Not married 76.2 78.8 74.6

Employment status 
Does not work

outside home 22.6 21.2 23.5
Works full-time 53.8 56.8 51.9
Works part-time 23.6 22.0 24.6

Parity
0 48.5 49.6 47.8
≥1 51.5 50.4 52.2

% ever miscarried 20.5 18.6 21.6
% ever had an abortion 47.4 42.4 50.5
Comfort with decision to have an abortion

Very comfortable 44.2 42.2 45.4
Somewhat

comfortable 40.2 39.7 40.5
Somewhat

uncomfortable 12.3 15.5 10.3
Very uncomfortable 3.3 2.6 3.8

% ever raped/
sexually abused 22.1 19.8 23.5

Table 2.  Mean rating of importance of attributes of abortion meth-
ods, by method chosen

Attribute Surgical Medical
(N=118) (N=186)

Is very effective 4.6 4.5
Can be used very early in pregnancy 4.3 4.5
Lets you have the abortion over with quickly 4.6 4.0**
Doesn�t have side effects like

nausea, headache and diarrhea 3.8 3.2**
Doesn�t involve heavy bleeding 3.6 2.9**
Hardly ever causes major health

problems (infection, tearing the uterus) 4.5 4.5
Doesn�t involve surgery 3.1 4.2**
Lets you have an abortion without people 

you are close to Þnding out about it 3.9 3.9
Lets you have the abortion in the privacy of your home 2.3 3.9**
Can be used later in pregnancy (after 9 weeks) 2.5 2.5
Doesn�t involve seeing the blood and blood clots

during the abortion 3.0 1.9**
Doesn�t involve painful cramping for more than an hour 3.6 2.5**
Doesn�t involve bleeding longer than 7 days 3.5 2.9**
Has been used for abortion for a long time 3.9 3.1**
Takes only one or two ofÞce visits 3.8 3.4**
Has a doctor or nurse around during the abortion 4.1 2.8**
Lets you have control during the abortion 3.4 3.5
Doesn�t involve surgical instruments being inside you 2.6 3.9**
Lets you know where and when

the abortion is going to happen 3.9 3.4**
Is like a natural miscarriage 2.6 3.9**
Is inexpensive 3.3 3.5

**Difference is signiÞcant at p<.01, t-test. ***Difference is signiÞcant at p <.001, t-test. Note:
Responses were recorded on a Þve-point Likert scale, with 1=not important; 2=slightly im-
portant; 3=moderately important; 4=very important; and 5=extremely important. 
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perience (anxiety, pain,
amount of bleeding and
duration of bleeding).
The latter four measures
were calculated by sub-
tracting the expectation
rating from the experi-
ence rating for each item.
Among medical abor-
tion patients, women
who were satisfied or
very satisfied did not dif-
fer from other women
on any of these variables.

Women in the surgical
cohort who reported that
they were satisfied or
very satisfied (82%) with
their abortion procedure
were compared with
those who were neutral,
dissatisfied or very dis-
satisfied with regard to
the same factors de-
scribed above (with the exception of pro-
cedure failure). Surgical patients in the dis-
satisfied group reported experiencing
higher levels of anxiety (p<.01) compared
with the satisfied group, but the two
groups did not differ according to any
other factors.

Discussion
It is noteworthy that women’s choice of
method was not related to demographic
characteristics, to prior experience with
miscarriage, abortion or sexual abuse, or
to level of comfort with the decision to
have an abortion. These findings are sup-
ported by other studies which have not
found demographic characteristics to be
predictive of choice of method.5 Howev-
er, they appear to contradict some of the
attitudes and observations of medical
abortion providers documented in our
previous study.6 According to preliminary
data from that study, many providers be-
lieved that women were better candidates
for medical abortion or more likely to
choose the method if
they were older, more
educated, of higher so-
cioeconomic status and
able to speak English. 

Because the range of
demographic and other
characteristics of women
in this sample is limited,
additional research is
warranted. However,
our findings suggest
that reproductive health
providers and coun-

including 96% of those who chose the
medical procedure and 87% of those who
chose surgical abortion (not shown).

Expectations and Experiences
Women who had chosen a medical abor-
tion expected more bleeding than women
who had chosen surgery (Table 4); other-
wise, the two groups were similar in their
expectations. When rating their actual ex-
perience, women who had undergone a
medical abortion reported greater pain
and heavier and more prolonged bleed-
ing than did women who had had a sur-
gical abortion. 

Paired t-test comparisons were per-
formed to evaluate how well women’s
abortion experiences matched their ex-
pectations. Women who had medical abor-
tions experienced significantly more pain
(mean of 3.4 compared with 3.2, p<.01) and
bled longer (mean of 3.3 compared with
2.7, p<.001) than they had expected.
Women who had surgical abortions expe-
rienced significantly less bleeding than
they had expected (mean of 2.5 compared
with 3.1, p<.001). 

Acceptability of Abortion Method
Both methods were highly acceptable.
Nearly half (48%) of the women who had
participated in the clinical trial were very
satisfied with their methotrexate-induced
abortion. Another 33% reported that they
were somewhat satisfied. Similar per-
centages of women who had had surgical
abortions reported that they were very sat-
isfied (43%) or somewhat satisfied (39%)
with their abortion method (p=.64). The
majority of participants reported that they
would recommend the method they had
experienced to a friend (82% of women in
the medical group and 78% of those in the
surgical group, p=.45). Similarly, 89% of
the women in the medical group and 93%
of those in the surgical group stated that
they would select the same abortion meth-
od if they had to terminate another preg-
nancy (p=.33).

We compared women in the medical co-
hort who reported that they were satisfied
or very satisfied (81%) with their abortion
procedure with those who were neutral,
dissatisfied or very dissatisfied regarding
factors hypothesized to influence satis-
faction. The 10 variables examined in these
bivariate analyses included previous ex-
perience with surgical abortion, failure of
the medical abortion procedure, four mea-
sures of the experience of abortion (anxi-
ety, pain, amount of bleeding and dura-
tion of bleeding) and four measures of the
difference between expectations and ex-

selors need to reexamine their assump-
tions and recognize that factors affecting
method choice are numerous and com-
plex.

Women’s preferences regarding abor-
tion method characteristics were signifi-
cant predictors of the abortion method
that they chose. This finding underscores
the fact that women have different values
and life circumstances that may influence
their choice of abortion methods.
Providers need to be aware of and sensi-
tive to such differences when counseling
women about choice of methods. 

Women who had methotrexate-induced
abortions reported significantly greater
pain, more bleeding and longer duration
of bleeding than did women who had sur-
gical abortions. This finding is consistent
with a previous study documenting heav-
ier and more prolonged bleeding among
patients having mifepristone-induced
abortions than among those who had sur-
gical abortions.7 Despite the greater dis-
comfort and inconvenience associated

Table 3. Odds ratios (and 95% confidence intervals) from multi-
ple logistic model predicting characteristics associated with choice
of medical abortion

Characteristic Odds ratio

Lets you have the abortion over with quickly 0.32** (0.15, 0.69)
Doesn�t have side effects like nausea, headache

and diarrhea 1.08 (0.54, 2.18)
Doesn�t involve heavy bleeding 0.74 (0.35, 1.57)
Doesn�t involve surgery 2.72** (1.46, 5.07)
Lets you have the abortion in the privacy of your home 2.03** (1.25, 3.30)
Doesn�t involve seeing the blood and blood clots during

the abortion 0.46** (0.26, 0.82)
Doesn�t involve painful cramping for more than an hour 0.46* (0.22, 0.97)
Doesn�t involve bleeding longer than 7 days 1.83 (0.88, 3.82)
Has been used for abortion for a long time 0.95 (0.51, 1.78)
Takes only one or two ofÞce visits 1.39 (0.77, 2.52)
Has a doctor or nurse around during the abortion 0.34*** (0.19, 0.61)
Doesn�t involve surgical instruments being inside you 1.04 (0.53, 2.03)
Lets you know where and when the abortion is

going to happen 0.43 (0.22, 0.83)
Is like a natural miscarriage 3.25*** (1.74, 6.06)

Model chi-square (d.f.) 249.62 (14)
-2 log likelihood function 130.44

*SigniÞcant at p<.05. **SigniÞcant at p<.01. ***SigniÞcant at p<.001. Note: Dependent vari-
able is coded:  choice of  medical procedure=1; choice of surgical procedure=0.

Table 4. Mean scores for expectations and experiences, by type
of abortion procedure, according to component of abortion 
experience

Component Expectations Experiences

Medical Surgical Medical Surgical
(N=186) (N=118) (N=165) (N=90)

Pain� 3.2 3.1 3.4 2.9***
Anxiety� 3.0 3.1 3.0 2.9
Bleeding amount� 3.5 3.1*** 3.4 2.5***
Duration of bleeding� 2.7 2.6 3.3 2.6***

***Difference is signiÞcant at p<.001. �Mean score: 1, none; 2, slight; 3, moderate; 4, high; 5,
extreme. �Mean score: 1, 1 to 3 days; 2, 4 to 6 days; 3, 7 to 9 days; 4, 10 to 12 days; 5, ≥13 days.



induced abortions, and perhaps even to
new drug-induced methods still under de-
velopment. However, research is still need-
ed to evaluate women’s experience with
different types of drug-induced abortions,
as well as their experience with mifepris-
tone abortions versus surgical procedures.

Our sample may have limited general-
izability. As previously mentioned, the
women in our study sample were enrolled
in a clinical trial. It is possible that early
adopters of a new technology may differ
from those who choose a method after it
has become more established and famil-
iar. Attitudes about newness and risk-tak-
ing may be important for both method
choice and satisfaction.9 Additionally, al-
though response and retention rates were
fairly high, women who enrolled in and
completed our study may have differed
from those who did not. Finally, because
our sample was small and fairly homo-
geneous, our findings may not be gener-
alizable to women from different racial
and ethnic groups. 

Our findings underscore the importance
of expanding women’s access to medical
abortion. It is important to note that women
were satisfied with whichever method they
chose—medical or surgical. Previous stud-
ies have found that choice is associated
with higher levels of satisfaction, regard-
less of the method chosen.10 Giving women
a choice among abortion methods should
therefore increase their overall level of sat-
isfaction with abortion methods and ser-
vices. Facilities currently offering only sur-
gical abortion should expand their services
to include medical abortion, and health
providers, policymakers and advocates
should continue their efforts to make med-
ical abortion available to all women in the
United States.
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a longer duration), providers should assist
women in assessing their degree of comfort
with having a surgical procedure, with see-
ing blood and tissue, and with experienc-
ing an abortion without medical personnel
being present. They should also determine
whether a woman prefers an abortion that
is completed quickly, that takes place in the
privacy of her home or that resembles a nat-
ural miscarriage. By incorporating these is-
sues into their counseling sessions,
providers will assist women to make more
informed choices among abortion methods.

Our sample of medical abortion pa-
tients was limited to women who had
used methotrexate. No studies to date
have contrasted the experiences and sat-
isfaction of women who obtain metho-
trexate-induced abortions with those of
women who get mifepristone-induced
abortions. However, previous studies of
both patients and providers indicate that
women may prefer mifepristone abortions
because they take less time.8 It is therefore
likely that mifepristone will become the
drug of choice for medical abortions
among women in the United States. 

Because the characteristics of and pro-
cedures for these two types of medical
abortion are quite similar, findings from
this study can be applied to mifepristone-
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