COMMENT

The PublicHealth Impact of Legal Abortion: 30 Years Later

Before the Roe v. Wade decision in 1973, data on abortion
in the United States were scarce. In 1955, experts had es-
timated, on the basis of qualitative assumptions, that
200,000-1,200,000 illegal abortions were performed each
year.! Despite its wide range, this estimate remained the
most reliable indicator of the magnitude of induced abor-
tion for many years. In 1967, researchers confirmed this
estimate by extrapolating data from a randomized-response
survey conducted in North Carolina: They concluded that
atotal 0of 800,000 induced (mostly illegal) abortions were
performed nationally each year.?

Atabout this time, the availability of legally induced abor-
tion in the United States gradually increased, starting in Mis-
sissippiin 1966 and then in Colorado the following year. The
controversy that these developments would create spurred
public health leaders to obtain accurate and complete in-
formation on the number and demographic characteristics
of women obtaining abortions, as well as on the effects that
legalization of abortion would have on morbidity and mor-
tality.® Three organizations—the Population Council, The Alan
Guttmacher Institute and the Centers for Disease Control
and Prevention (CDC)—collaborated to gather data by con-
ducting what became known as abortion surveillance. Their
combined effort was instrumental in the evaluation of the
public health impact of the legalization of abortion.

WOMEN OBTAINING ABORTIONS
The initial surveillance effort documented the number and
characteristics of women obtaining legally induced abor-
tions. Between 1966 and 1969, 11 states, including Cali-
fornia, liberalized their abortion laws.* However, these
changes had only a minimal impact on the reported num-
ber of legal abortions: Fewer than 25,000 legal abortions
were reported to the CDC in 1969.% Following the legal-
ization of abortion in New York State in 1970 and in sev-
eral other states between 1970 and 1973, the annual num-
ber of legally induced abortions rose dramatically, especially
in New York City and California. For example, 586,760 legal
abortions were performed in 1972—more than 20 times the
number reported three years earlier.®

In deciding Roe v. Wade in January 1973, the U.S.
Supreme Court ruled that restrictive state abortion laws
were unconstitutional, thereby legalizing induced abortion
throughout the country. As a result, the number of legal
abortions increased to almost 1.6 million in 1980 (Figure
1, page 26) and continued at this level until the 1990s.” Fur-
thermore, in the few years after Roe v. Wade, the estimated
number of illegal abortions gradually decreased. Thus, the
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initial increase in the number of legal abortions was likely
due to the declining demand for illegal abortion services
as legal abortion became available.® The decline also ex-
plained why Roe v. Wade’s public health impact (i.e., in re-
ducing morbidity and mortality) far exceeded its demo-
graphic effect (i.e., in reducing the number of births).
The characteristics of women obtaining legal abortions
changed greatly in response to Roe v. Wade (Table 1).° The
proportion of women having abortions who were nonwhite
increased between 1972 and 1999 (from 23% to 44%), as
did the proportion who were unmarried (from 70% to
81%). By enabling unmarried women of racial minorities
to safely terminate unintended pregnancies, Roe v. Wade
disproportionately benefited them. In addition, the in-
creased accessibility of legal abortion services after 1973
allowed women to obtain abortions closer to home: More
than 90% of legal abortions occurred in the woman’s home
state in 1980-1999, compared with 56% in 1972. Therefore,
legalization also lowered costs for women.!” Furthermore,
as baby boomers aged, the proportion of women obtaining
legal abortions who were older than 24 increased during

TABLE 1. Percentage distribution of U.S. women obtaining
legal abortions, by selected characteristics, various years
Characteristic 1972 1980 1990 1999
(N= (N= (N= (N=
586,760) 1,297,606) 1,429,577) 861,789)*

Race
White 77.0 69.9 64.8 56.2
Nonwhite 230 30.1 352 438
Marital status
Married 29.7 23.1 217 19.2
Unmarried 703 76.9 783 80.8
State where abortion occurred
Woman's home

state 56.2 92.6 91.8 91.2
Another state 438 74 82 8.8
Age
<19 326 29.2 224 19.2
20-24 325 355 332 322
>25 349 353 444 486
Weeks of gestation
<8 34.0 517 516 57.6
9-10 30.7 26.2 253 20.2
11-12 17.5 123 1.7 10.2
13-15 84 5.1 6.4 6.2
16-20 8.2 39 4.0 43
>21 13 0.9 1.0 1.5
Total 100.0 100.0 100.0 100.0
*Excludes an estimated 273,000 women from Alaska, California, New Hamp-
shire and Oklahoma. Source: L.D. Elam-Evans et al., 2002 (reference 11).

By Willard Cates, Jr.,
David A. Grimes
and Kenneth F.
Schulz

Willard Cates, Jr., is
adjunct professor,
David A. Grimes is
professor and Kenneth
F. Schulz is adjunct
professor, all at the
Department of Obstet-
rics and Gynecology,
School of Medicine,
University of North
Carolina, Chapel
Hill, NC.

25



The Public Health Impact of Legal Abortion

26

Abortions (millions)

FIGURE 1. Number of legal and illegal abortions in the United States, 1969-1980
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Source: W. Cates, Jr., 1982 (reference 7).

1972-1999, from 35% to 49%.1!

The legalization of abortion also led to changes in when
wormen sought abortions: In 1970, nearly one in four abor-
tions were performed at 13 weeks’ gestation or later,'? com-
pared with one in 10 a decade later (Table 1). In addition,
more than half of women obtaining abortions after 1980
did so at eight weeks’ gestation or earlier. Obtaining abor-
tions earlier in the pregnancy makes the procedure safer,
because earlier abortion is associated with a reduced risk
of complications.'® As medically induced abortions become
more common,!* abortions are likely to be performed at
even earlier gestational ages.

In addition to monitoring the characteristics of women
obtaining legal abortions, the national surveillance systems
examined the types of procedures performed and service
locations. Most abortions in 1973 were performed in hos-
pitals. Today, most are performed in nonhospital facilities
(the so-called freestanding clinics) and a minority take place
in physicians’ offices.!® The initiation of abortion services
at many freestanding clinics in the 1980s was soon ac-
companied by the delivery of other reproductive health ser-
vices, !0 such as family planning and contraceptive coun-
seling, routine outpatient gynecologic care, male and female
sterilization, and infertility testing. By performing outpa-
tient surgical procedures safely and economically, these fa-
cilities set a precedent for other specialties—from podiatry
to ophthalmology—to perform what have become routine
outpatient procedures.

ABORTION MORBIDITY AND MORTALITY

The replacement of unsafe, illegal abortions by safer, legal
procedures meant that women experienced fewer serious
complications. Studies performed at the national, state and

local levels revealed that hospitalization of women with com-
plications from illegal abortion decreased gradually after
Roe v. Wade." Estimates from the National Hospital Dis-
charge Survey between 1970 and 1977 also demonstrated
a general decline in the number of women treated for com-
plications of illegal abortions; a disproportionate decrease
occurred in the year of Roe v. Wade.'® Moreover, reports from
individual hospitals on the East and West Coasts docu-
mented similar declines in abortion complications.!

Roev. Wade also stimulated research into how to perform
legal abortions even more safely. The main vehicle for as-
sessing the outcomes of different abortion procedures was
amulticenter cohort study—the Joint Program for the Study
of Abortion (JPSA)*°—which the Population Council began
in 1970 and the CDC continued in 1971. Over seven years,
the CDC collected detailed clinical data on more than
160,000 abortions induced legally through a variety of pro-
cedures in more than 30 U.S. institutions.

The study represented an early effort to practice evidence-
based medicine, and its findings transformed the way in
which legal abortions were performed in the 1970s. The
researchers concluded that use of vacuum aspiration to ter-
minate first-trimester pregnancies was faster and safer than
dilation and sharp curettage, which was until then con-
ventionally used to perform first-trimester abortion and to
treat incomplete abortions.?! Consequently, suction curet-
tage replaced sharp curettage as the main method of abor-
tion: In 1970, suction and sharp curettage accounted for
54% and 46% of abortions, respectively;?? by 1998, suc-
tion curettage was used for nearly all abortions (96%).23

The JPSA findings also showed that dilation and evacu-
ation (D&E) was safer than intra-amniotic instillation of
abortifacients to induce abortion at 13 weeks’ gestation or

Perspectives on Sexual and Reproductive Health



later;>* hence, the strict concept of “trimester threshold”
that underlay the Roe v. Wade decision became irrele-
vant.2>*Alter Roe v. Wade, JPSA concluded that surgical evac-
uation was the safest method of abortion after 12 weeks’
gestation. The proportion of second-trimester abortions
that were performed by D&E subsequently rose, to more
than 90% by the 1990s.25 D&E not only has made abor-
tion safer, but also has lowered costs, minimized inconve-
nience and made second-trimester abortion less traumat-
ic emotionally for women.

According to JPSA, physicians’ skills also improved dur-
ing the 1970s. Before Roe v. Wade, abortion methods were
generally not included in obstetrics and gynecology train-
ing.?” Gynecology residents typically encountered uterine
evacuation only when performing sharp curettage on a non-
pregnant woman for diagnostic purposes or when remov-
ing tissue after a spontaneous abortion. Even then, surgi-
cal techniques used in these two situations differed from
those used in induced abortion. Roe v. Wade allowed physi-
cians to learn not only the appropriate methods, but also
how to manage associated complications. Improved train-
ing was one factor that helped to reduce abortion-related
morbidity and mortality in the first decade of legal abor-
tion. Other factors included development of more effective
methods of local and general anesthesia, use of osmotic
methods of cervical dilation such as laminaria tents (sea-
weed sticks), physicians’ greater willingness to reevacuate
auterus that might not be empty and abandonment of hys-
terotomy for abortion.

As the availability of legally induced abortion increased,
mortality due to abortion dropped sharply: The number
of abortion-related deaths per million live births fell from
nearly 40 in 1970 to eightin 1976.28 The trend was caused
mainly by a decline in the absolute number of deaths from
illegal abortion—especially after Roe v. Wade—{rom 39 in
1972 to two in 1976.29 After 1975, mortality due to legally
induced abortion also fell-from more than three deaths
per 100,000 abortions in 1975 to about one in 1976 and
even fewer thereafter.>

The main reason for the reductions in both morbidity
and mortality is that legally induced abortion is markedly
safer than illegally induced abortion. Moreover, legal abor-
tion is safer than the third choice available to pregnant
women—continuing a pregnancy to term.>! For example,
in 2000, 23% of births were abdominal (cesarean) deliv-
eries, whereas fewer than 1% of suction curettage proce-
dures required intra-abdominal surgery.>? Therefore, a
woman carrying a pregnancy to term has several hundred

*The Supreme Court used the pregnancy trimester concept as the basis
for Roe v. Wade: Because early induced abortion was much safer than a con-
tinued pregnancy, the Court recognized the right of awoman and her physi-
cian to choose to terminate a pregnancy during the first trimester, inde-
pendent of any statutory limitations. However, curettage procedures were
considered too dangerous for the woman after the first trimester. In Doe
v. Bolton, the companion decision to Roe v. Wade, the Court ruled that al-
though the state could not prohibit a woman from choosing to terminate
apregnancy in the second trimester, it could, for health reasons, regulate
the conditions under which the abortion was performed (source: refer-
ence 25).
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times the risk of requiring major surgery of a woman un-
dergoing suction abortion. Furthermore, in the 1970s, the
risk of death related to induced abortion at 16 weeks’ ges-
tation or earlier was one-seventh that related to pregnan-
cy and childbirth, even after adjustment for study year, age
and race.>® Today, legal abortion is less likely than an in-
jection of penicillin to cause death.

CONCLUSION

Roe v. Wade transformed abortion from an unsafe, clan-
destine procedure to one performed under safe, medical
conditions. The 1970s thus saw a reduction in abortion-
related complications and deaths as safer options became
available to American women choosing to terminate an un-
planned pregnancy. Since Roe v. Wade, a full generation of
Americans have come to expect abortion services to be avail-
able alongside other health services.

However, the topic of abortion remains one of the most
controversial areas of public policy. The intense public de-
bate has allowed us to know more about legally induced
abortion than about any other procedure. Although the
available medical evidence does not directly address soci-
ety’s moral issues, it allows an objective insight to the health
effects of wider access to legal abortion. Despite polarized
opposition to the choice of legal abortion, the public health
data have helped guide judicial rulings, legislative actions
and surgeon general’s reports, which have together allowed
safer choices for American women of reproductive age.
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