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of woman (younger than 15, 15, 16, 17, 18,
19, 20–24, 25–29, 30–34, 35–39, and 40 and
older), weeks of gestation (less than or equal
to 6 weeks, 7 weeks, 8 weeks, 9–10 weeks,
11–12 weeks, 13–15 weeks, 16–20 weeks,
and 21 weeks or greater), type of procedure
(suction curettage, all curettage, intrauter-
ine saline instillation, prostaglandin instil-
lation, hysterectomy or hysterotomy, other,
unknown), race, Hispanic ethnicity, mari-

tal status, previous live births and abortions,
and state of residence. As in previous years,
CDC surveyed abortion providers in non-
reporting states to estimate the number of
abortions performed in those states.

Discussion
To a great degree, a national system for
collecting data on induced termination of
pregnancy is in place, and, by and large,
states have moved to adopt federal stan-
dards that aim to make data complete and
comparable across state lines. However,
there remains considerable variability
among state laws, policies, forms and sys-
tems, and this variability inevitably affects
CDC’s ability to determine accurately
even the total number of abortions per-
formed each year. While state reporting
has improved over the years—and three
states installed reporting systems for the
first time in 1997—AGI reported 13%
more abortions nationwide than did CDC
in 1995,7 the latest year for which compa-
rable abortion data are available.

This variability also exacts a toll on
CDC’s ability to answer specific questions
about abortion in the United States. As
demonstrated by the review of state re-
porting forms, there are considerable dif-
ferences among states that do require
abortion reporting in terms of the infor-
mation they actually collect. Furthermore,
for the information reported to the states,
there often are problems with data com-
pleteness. For example, in CDC’s 1995
state-level surveillance report, data on spe-
cific variables are missing for a number of
states. To better assess the quality of state
data, especially for small or sensitive
groups, more research like the Georgia
study is needed.

At the same time, it is important to un-
derstand that the information available to
CDC is limited to the specific pieces of data
that the agency requests from the states. For
example, in 1995, in keeping with past years,
the agency requested aggregated tabulations
on nine variables, with some limited cross-
tabulations. Therefore, the agency does not
have access to state-collected abortion data
in a record-by-record format, and it cannot
then spontaneously answer questions about
individual cases or new variables.

As a result of these data limitations,
much of the information recently sought
by decision-makers engaged in the “par-
tial birth” abortion debate is currently out
of CDC’s grasp. Detailed information on
late-term abortions is unavailable because

the relatively small number of abortions
beyond 20 weeks are aggregated into one
gestational category. Data on certain pro-
cedures—including dilation and extrac-
tion, the medical procedure that most
closely approximates characterizations of
“partial-birth” abortion—are also un-
available because states and CDC collect
data under broader categories.

Similarly, current limitations cast doubt
on the federal government’s ability to rely
on existing data to responsibly award the
“illegitimacy bonuses” authorized in the
federal welfare reform law: Doing so would
presumably require accurate, complete and
consistent data that is comparable across
the years—which simply do not now exist. 

Finally, the existing abortion surveillance
system poses challenges to public health
officials in their quest to accurately trace the
use of new, nonsurgical abortion tech-
niques. Inclusion of the new techniques on
a significant number of state forms demon-
strates a sensitivity to the issue on the part
of many state vital statistics officers. How-
ever, ensuring reporting by all new
providers will undoubtedly require in-
creased education and outreach efforts.

While some data limitations may be in-
trinsic to abortion—and no system is per-
fect—the quality of CDC’s information is
primarily compromised by the uneven-
ness of reporting in the states. Policy-
makers need to assess the value they place
on accurate abortion statistics and match
information needs with resources. If ac-
curate abortion data are as necessary to
policymaking as recent debate suggests,
steps need to be taken to bolster the ex-
isting systems. Doing so first requires fur-
ther research into the limitations of the
current systems and data, and a significant
will to improve state-level data collection
and management.
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Table 1. Abortion reporting, by jurisdiction

Jurisdiction Type of reporting

Mandatory Volun-

Abor- Fetal Regula-
tary

tion death tory
statute statute policy

Alabama X
Alaska X
Arizona X
Arkansas X*
California
Colorado X†

Connecticut X
Delaware X
District of 

Columbia X
Florida X*
Georgia X*
Hawaii X
Idaho X*
Illinois X*
Indiana X
Iowa X*
Kansas X
Kentucky X
Louisiana X
Maine X
Maryland X
Massachusetts X
Michigan X
Minnesota X*
Mississippi X*
Missouri X*
Montana X
Nebraska X
Nevada X*
New Hampshire X
New Jersey X‡

New Mexico X*
New York X
New York City X
North Carolina X*
North Dakota X*
Ohio X*
Oklahoma
Oregon X*
Pennsylvania X
Rhode Island X*
South Carolina X*
South Dakota X
Tennessee X
Texas X*
Utah X
Vermont X
Virginia X*
Washington X
West Virginia X‡

Wisconsin X
Wyoming X

*A regulatory policy guides abortion data collection in addition to
state statute. †Abortion reporting is done in accordance with the
state’s death certification statute. ‡A broad health statute provides
legal authority for abortion-related data collection.


