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A survey of abortion facilities in New York City revealed the existence of
adequate resources for both early and late terminations of pregnancy. Sev-
eral important weaknesses have been noted which can be related to the poli-
cies and practices of the performing institutions: less than adequate provi-
sion of postabortal contraceptive care, and counseling, primarily in private
hospitals; wide variation in restrictive admission policies to minors; and
substantially higher costs in private facilities.

On the whole, private patients are more likely to be receiving less than
adequate care than non-private patients with respect to counseling and con-
traception. This has implications for several long-term risks, namely: repeat
and recurring abortion with the possibility of increased risk of premature
delivery or spontaneous abortion, and other hazardous outcomes of preg-
nancy.

Introduction

Liberal abortion is a progressive social-health measure of great im-
portance.

In the first two years after New York State passed its liberal
abortion law an estimated 402,000 abortions were performed in
New York City (Pakter et al., 1973). Up to the present over
600,000 interruptions have been done in the city. By 1971, the sec-
ond year of liberalization in New York, the free-standing abortion
clinic, in response to demand, had emerged as a new facility, but by
1972, the third year of the new law, some clinics were already
going out of business.

MM F Q / Health and Society / Winter 1974 15



16 Winter 1974 / Health and Society / MMF Q

In 1972 there were 97 health facilities providing elective abor-
tion in New York City: 21 free-standing clinics, 15 governmental,
40 voluntary, and 21 proprietary hospitals. Together, they per-
formed over 200,000 abortions in calendar 1972. Legal abortion
has significantly reduced maternal mortality (Tietze and Dawson,
1973).

Therefore hospitals and clinics have a public responsibility to
provide this service and to make safe abortion as widely accessible
as necessary.

First, then, we want to know how well the elements in the
medical care delivery system are fulfilling this responsibility. Thus,
we examine and report on the policies and programs of abortion fa-
cilities in this regard.

Next, we recognize that widely available abortion, while the
solution to one set of social health problems, results in turn in new
problems. Thus, we are concerned with repeat and recurrent (ha-
bitual) abortion and relationship between provision of contracep-
tive services at abortion facilities and abortion recidivism.

Will abortion on demand result in poorer contraceptive behav-
ior and repeat abortions? Stated another way, will abortion become
a major means of fertility control, supplanting contraception? In a
recent study reported by Bracken et al. (1972a) based on a New
York clinic, they believe their data fail to support this hypothesis,
although evidence from abroad does. Reports from Japan (Burch,
1955) Latin America (Goldsmith, 1973) and from Europe (Ler-
ner, 1971a) suggest that in particular where contraceptive pro-
grams are weak, abortion becomes the major means of fertility con-
trol; with probable increased long-term risks to women’s health.
Therefore, as a first step, prior to collecting patient-based data on
repeat abortion, we examined and report on provision of counseling
and contraceptive services to abortion patients.

Our major conclusions are:

—Voluntary hospitals are still reluctant to perform abor-
tions. They have most resources, but they do fewest abortions.

—They are weakest in offering counseling and contracep-
tives. Their explanation is that they mainly serve “private” patients
for whom the private physician rather than the institution should
take this responsibility. This view is questionable.

On January 22, 1973, the Supreme Court of the United States
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ruled that during the first trimester “ ‘the abortion decision and its
effectuation must be left to the medical judgment of the pregnant
women’s attending physicians.” After the first trimester ‘the state, in
promoting its interest in the health of the mother, may if it chooses,
regulate the abortion procedure in ways that are reasonably related
to maternal health’ ” (Tietze and Dawson, 1973:8). Thus, after a
century and a half of severe legal restrictions, it became theoretical-
ly possible to obtain a legal abortion in any state in the union.

However, “by late 1973, the decision of the Supreme Court
had not yet been fully implemented throughout the U.S. In several
states, the legislature, the Attorney General, or other law enforce-
ment officers, as well as many hospital boards and hospital adminis-
trators, have taken a variety of actions designed to delay implemen-
tation, some of which have already been challenged in courts and
will doubtless be declared unconstitutional in due course. At the
same time, efforts are being made in the Congress of the United
States to initiate a constitutional amendment which would nullify
the decision of the Supreme Court” (Tietze and Dawson
1973:8-9).

If we accept the assumption that legal abortion, in effect, re-
places illegal back-door abortion, and that women have the right to
control their own fertility, we are recognizing that abortion on de-
mand is an important and progressive social health measure. It fol-
lows that we should study abortion services in order to assess the
nature of the services, and thus evaluate the service contribution by
the major components of the health care delivery system to try to
see what new health problems are being created by the availability
of abortion on demand, and by the way it is being practiced. This
study was undertaken to survey two critical aspects in the delivery
of abortion services.

1. To what extent is the health service delivery system accessi-
ble for interruptions of pregnancy? How do the hospitals and clinics
reinterpret the New York State law in their policies for admission to
their abortion services? Are there important differences among the
municipal, voluntary, proprietary hospitals and free-standing clinics
in the way admissions are controlled and services provided to ser-
vice and private patients?

Access to services is controlled not by patients but by professionals,
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and involves the policies, practices, and procedures of health agen-
cies. If abortion on demand is regarded as one of the essential sup-
plementary methods for avoiding unwanted children, especially
among the young unmarried; for reducing maternal mortality and
for reducing premature and out-of-wedlock births, and these are
recognized as important health objectives (Commission on Popula-
tion. . ., 1972:97, 102-104) then it follows that equal access to
abortion care regardless of age, race, marital status, religion, or so-
cioeconomic status is imperative.

2. To what extent are abortion programs supported by other
essential health and educational services by the several types of
providers? The provision of contraceptive services at the time of
abortion may well diminish the risk of repeat and recurring abor-
tion. Of importace is whether contraceptive services are a regular
feature of abortion programs, empathetically offered to all abortion
patients, and employed by the facility in a systematic attempt to
forestall future unwanted pregnacies and recurring abortions. To
help us understand if ease in obtaining an induced abortion affects
contraceptive practices of women, and if contraceptive practices in-
turn affect abortion behavior, baseline information is needed on the
extent to which contraceptive services are avilable to abortion pa-
tients at the time their pregnancies are interrupted. Evidence exists
that provision of contraception in the immediate postpartum period
assures a high measure of acceptance by the patient (Rovinsky,
1972; Shulman, 1972).

The present work reports on a survey (see methodological note in
Appendix) of all abortion facilities in New York City, undertaken
and completed in late 1972 through early 1973. Its aims were to
collect baseline data on the major components of the health care
delivery system, that is, free-standing clinics, municipal, voluntary,
and proprietary hospitals. Data were collected on the number of
cases and class of patient (i.e., service and private) ; abortion proce-
dures available; contraceptive services available to abortion pa-
tients; abortion counseling; and social and administrative policies
regarding admission, especially in relation to minors and fees.

In 1972, as noted earlier, there were 97 health facilities pro-
viding elective abortion in New York City; 21 free-standing clinics,
15 governmental, 40 voluntary, and 21 proprietary hospitals. To-
gether, they performed over 200,000 abortions in calendar 1972.
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Facilities

Municipal hospital services are theoretically available to all resi-
dents of New York City. The vast majority of municipal hospital
patients are defined as “service” patients (in this study), as they are
admitted through an outpatient department, and the major respon-
sibility for their care, and the setting and collection of the fee, rests
with the facility rather than a practitioner. Most municipal hospitals
offer both ambulatory (the patient is admitted and discharged in
the same day) and inpatient services, depending on the patient’s di-
agnosed weeks of gestation and medical history. In 1972, municipal
hospitals performed 12.49 percent of the abortions reported in New
York City.

The voluntary hospital sector, composed of 80 licensed facili-
ties, is by far the most numerous and best-equipped group of hospi-
tals in New York City’s medical care delivery system. As tax-ex-
empt agencies, voluntary hospitals have a responsibility to public
service; like municipal hospitals they accept service patients. How-
ever, the majority of their abortion patients are “private” patients
admitted through private physicians with staff privileges at the par-
ticular institution. Most voluntaries offer both ambulatory and in-
patient services. Despite their numbers and capacity, voluntary hos-
pitals accounted for only 11.99 percent of the abortions performed
in 1972.

Proprietary hospitals are operated for profit. As commercial
agencies, they are relatively free to select patients on the basis of
criteria they set. Patients of this sector are almost exclusively “pri-
vate” (87.9 percent). This class of hospitals was the first to provide
abortion services in volume, offer a wide variety of abortion proce-
dures, and develop strategies for managing a large abortion case
load. Most proprietary facilities offer both ambulatory and inpa-
tient services. In 1972, proprietary hospitals accounted for 26.5
percent of the abortions performed.

Free-standing clinics are specially licensed facilities which of-
fer ambulatory services to first-trimester abortion patients exclu-
sively. The majority of free-standing clinics are proprietary facilities
which serve both private and service patients. But the predominant
pattern among the proprietary and voluntary clinics (of which there
are three) is to manage all patients uniformly—regardless of route
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of referral. The free-standing clinics took a longer time to “gear up”
than the proprietaries, but once in operation they surpassed all oth-
er types of facilities in the volume of procedures performed and de-
velopment of specialized abortion programs. In 1972, they account-
ed for almost half (49.29 percent) of all abortions performed.

Week of Gestation

Obviously, it is desirable for abortion to be done during the first
trimester because that is the period of least risk, although Tietze
and Lewit (1971) have suggested that within the first trimester
there is an optimum period of safety between the seventh and tenth
weeks. About 80 percent of all abortions in New York City are
done in the first trimester, reflecting an improvement from the first
year of the law, when it was 74 percent. This shows earlier applica-
tion for abortion mainly by residents. Twenty percent of non-resi-
dents have continued to seek late interruptions, possibly as a result
of difficulties in making arrangements, travel, and so on.

The 16 percent of residents who continue to seek late inter-
ruptions may reflect differences in access to services attributable to
age restrictions and socioeconomic status. Minors (as discussed lat-
er) may experience delays going through special procedures or
searching for a facility that will accept them without parental con-
sent. Service patients at municipal and voluntary hospitals some-
times becomes enmeshed in scheduling by bureaucratic bottlenecks
that delay them past the first trimester limit and require their wait-
ing until the sixteenth-week gestation for the saline procedures.

A health facility has a responsibility to refuse to perform an
abortion beyond the first trimester if it does not have the required
competence. However, between the honesty of this position and the
use of gestational limit, primarily to restrict admissions, lie many
variations in practice among abortion facilities.

Forty-four percent of facilities in New York City, including all
of the free-standing clinics, limit admissions to the first trimester.
Another 33 percent will accept service patients up to the twentieth
week while 22 percent will accept service patients up to the limit,
the twenty-fourth week. The picture with private patients is some-
what different. Forty percent will take patients up to the twentieth
week, with a proportion, 16 percent, accepting them up to the
twenty-fourth week. We found that a smaller proportion of proprie-
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taries and voluntaries will accept service patients than will accept
private patients up to the twentieth week. With respect to termina-
tions up to the twenty-fourth week, the reverse is the case—a larger
proportion of proprietaries and voluntaries will admit service pa-
tients than will admit private patients up to the twenty-fourth week.

In spite of these variations, it appears that a sufficient number
and types of health facilities are available to provide interruptions
of pregnancy to both service and private patients at almost any time
up to the twenty-fourth week of gestation.

Abortion Counseling

Clinical experience teaches, and numerous studies have confirmed,
that nearly any medical procedure, but especially surgery, will gen-
erate anxiety in the patient which is likely to be detrimental to
effective treatment and speedy recovery. This provides the ration-
ale for abortion counseling.

A generally common complaint is that doctors clothe their
work in a mystique and do not adequately communicate with pa-
tients. With increasing frequency one hears it demanded of the
medical profession that patients be told what they are facing, what
to expect during treatment and afterward. This demand has been
part, not only of the movement to legalize abortion, but also of the
attempt to guarantee the establishment of high-quality and humane
abortion services. Abortion advocates, many of whom are part of
the women’s liberation movement, have insisted that counseling is
essential in an abortion program to dispel traditional fears and to
overcome the burden and trauma to women of violating the enor-
mous social taboos that have prevailed in our society against inter-
rupting pregnancy.

The involvement of women’s liberation both in the struggle to
win legal abortion on demand and in the actual establishment and
operation of many new clinics has assured that abortion counseling
has become an integral part of many programs. Anyone who visits
one of the new free-standing clinics will immediately become aware
of the special role played by counseling and counselors in the pro-
gram, and the particular pride with which administrators and other
staff in some places refer to the fact that every patient is counseled;
that every patient is helped through the abortion procedure by a
counselor and is treated with dignity as a patient and as a woman.
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This is, we believe, all to the good, and it is within this context that
our data on counseling are discussed.

Full-time abortion counselors are always women, and many
facilities will employ only women who themselves have experienced
at least one abortion. In an earlier study we established that when
the new law went into effect in New York State in July 1970, 62
percent of all obstetricians in the state provided counseling, and of
those, 38 percent felt it to be a burden on their practices (Lerner,
1971b). By January 1971, only six months later, these figures had
dropped to 53 percent and 17 percent (Wassertheil-Smoller et al.,
1973). Fewer physicians now provide counseling and fewer find it
burdensome, perhaps because, as time went on, the facilities per-
forming most abortions provided specialized staff who shouldered
this burden.

In 62 percent of facilities providing care for service patients,
professional counselors were present; service patients in these facili-
ties accounted for nearly two-thirds of all interruptions of pregnan-
cy in New York City in 1972. In addition, nearly 40 percent of fa-
cilities serving private patients provided professional counseling.
Thus, most patients receiving abortions in New York City probably
received professional abortion counseling. However, the striking
fact to emerge here is the weakness in providing counseling to pri-
vate patients, especially those served in the voluntary and proprie-
tary hospitals. Many more voluntary and proprietary hospitals pro-
vide professional counseling to service patients but not to the
private patient. This is because the institution has undertaken
responsibility when there is no private physician. Only six among
36 voluntary hospitals (16.7 percent) and nine of 20 proprietary
(45 percent) offer professional counseling to private patients.

Counseling is not merely a matter of helping patients through
the trauma of an abortion, or improving their ability to cooperate
with medical personnel and thereby receive beter medical care.
Good counseling is integral to the question of avoiding repeat and
repeated abortions, and as such becomes a necessary component in
preventive and comprehensive care. In most facilities with profes-
sional abortion counseling, contraceptive education is also part of
the counselor’s job. Discussion of contraceptive methods, graphic il-
lustrations of basic reproductive physiology, and helping women to
decide on a method are usually a part of the counseling program.
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Contraceptive Services

We collected a variety of data on the contraceptive services availa-
ble to abortion patients, including the nature of personnel providing
contraceptive counseling, the setting (group or individual) and pro-
gram setting in which the information was provided (as part of the
abortion program or a separate program), the cost, and whether or
not patients can return to the facility for continuing care. From
these data we established four classes of contraceptive service. They
are:

1. Facilities which offer services as a part of the abortion pro-
gram at no extra cost; which supply all methods; where patients can
return for continuing care (the best).

2. Offer above as a separate program, or at additional cost, or
offer less than a full range of methods and services

3. Information only

4. No information or services (the least)

These “classes” of care were reviewed as they applied to
private and service patients served at each of the four types of facil-
ities. The difference between contraceptive care provided to service
patients and private patients is even more striking than that observ-
ed in abortion counseling. While 60 percent of the facilities provid-
ing contraceptive care to service patients are classed as “best,” only
20 percent of private facilities are so classed. The municipal hos-
pitals take the prize here for both classes of patient with 100 per-
cent coverage. At the other extreme, nearly 60 percent of volun-
taries are in class 4, “the least,” providing no contraceptive services
to private patients at all, not even information.

Only 41-46 percent of the free-standing clinics are included as
class 1, “the best,” in contradistinction to their provision of other
abortion services, which is generally quite good. We had to classify
a number of them as Class 2, since they do not provide adequate
continuing contraceptive care (revisits). This is because most of
their patients are out-of-state residents who will not return to the
clinic for revisits. These patients are urged to see their own physi-
cians at home. On balance, as a group, however, the free-standing
clinics are second only to the municipal hospitals in their provision
of contraceptive services, since virtually all of them fall into Class 1
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or 2 for service patients, who account for four-fifths of their case
load. The private hospitals also score high for service patients when
classes 1 and 2 are combined, but these categories account for only
one-fifth of their case load. On the other hand, in private hospitals
rendering contraceptive care to private patients, 80 percent of their
case load, we find only about one-third falling into classes 1 and 2
combined. All facilities provide something to service patients.

It is established in the birth control field that contraception,
when offered immediately postpartum, is more readily accepted by
patients, and more effectively employed subsequent to discharge.
Having an abortion is a closely analogous situation, where it can be
assumed that readiness to accept contraception is, if anything, even
more likely than at delivery since the primary objective of the pa-
tient was to terminate a pregnancy. Evidence is available that giving
contraceptive information, education, demonstration; offering a
choice of methods; helping the patient to decide on a method ap-
propriate to her life style and point in the life cycle; concluding with
actual prescription in the form of a supply of pills, installation of an
intrauterine device, or fitting with a diaphragm provided at the time
of delivery are medically safe and promise most chance of success
in future contraceptive behavior (Shulman, 1972). A common find-
ing on family-planning services is that 25-50 percent of patients fail
to respond to referrals. Hence, any abortion service that sends the
patient to another location for contraception and delays the per-
formance of this service to a later visit is going to lose a large num-
ber of patients. Similarly, offering less than the full range of meth-
ods or imposing additional charges will deter some patients. Finally,
follow-up care is absolutely essential in relation to contraception.
The possible risks to health from the various methods are well
known, not to mention the hazards of unwanted pregnancy from
improper use of a method. We found a serious weakness in the
health delivery system with respect to continuity of contraceptive
care for abortion patients. All facilities classed 2, 3, or 4 fall into
this category. That includes 80 percent of those treating private pa-
tients and 40 percent of those treating service patients.

Admission Policies of Abortion Facilities

Health facilities generally control admissions. In a society such as
ours where provision of medical care is largely private, hospitals
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and clinics have traditionally enjoyed wide discretion in accepting
or excluding patients. Admission policies to hospital or clinic care
involve a number of complex considerations which we need not re-
view here. In relation to abortion, however, the question of whether
the facility should have exclusive right to control access to service is
an explosive issue far exceeding in volatility the usual arguments
about access to medical care. Indeed, almost anything that attaches
to abortion is likely to be inflammatory.

Short of a national system of medical care (which hopefully,
will more clearly define the authority and responsibilities of health
care facilities and professionals, as well as the rights and obligations
of patients) individual health facilities, particularly in the private
sector, will continue independently to define their social obligations
to the community in rendering care. They have few other alterna-
tives. However, this does not obviate the fact that when facilities
make their own decisions regarding the delivery of health care,
within a context of relative anarchy, they often make decisions
which appear necessary and rational (to the provider) but may be
antipathetical to the patients and the community. Such is often the
situation with respect to the admission policies of abortion facilities.
Surely, abortion facilities should be free to refuse patients admis-
sion when they have no room, or when they lack competence in a
procedure. But should they also be permitted to refuse admission
because they don’t like abortions, or because they believe too many
abortions will tend to denigrate the reputation of the obstetrics-
gynecology department, or because they are loath to perform an
abortion on very young unmarried women? These, after all, are
social rather than medical questions. There is no question that this
area is replete with many social complexities, and, indeed, even
legal ambiguities, when it comes to the rights of minors. Ultimately,
society will work out answers to these questions. In the meantime,
we have data on several important dimensions that tend to affect
access to abortion services.

Residence

Residence restrictions are not stringent, although they are notice-
ably more lenient for paying patients. Of the 75 facilities which ac-
cept private patients, 74 have no residence restrictions. One volun-
tary hospital requires that patients live in the hospital district. Of
the 63 facilities available to service patients, 54 (85.7 percent)
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have no restrictions. One proprietary hospital requires that service
patients live in the region; five municipal hospitals require that ser-
vice patients live in New York City; one municipal hospital requires
that service patients live in the hospital district. In fact, however,
access to -these facilities is not seriously limited by residence be-
cause most hospitals, even in these instances, do not scrupulously
check proof of residence. The means used to vouch for residence
are sufficiently casual so that there is little actual restriction. On the
other hand, any restriction may tend to discourage some women
who need care.

Husband’s Consent

We inquired regarding the requirement for the husband’s consent
and found that only four voluntary hospitals impose this constraint.

Restriction to Minors

One of the important ways in which an abortion facility can restrict
those it serves is by requiring parental (or guardian) consent from
those it defines as minors. Whereas the historical definition of ma-
jority has been age 21, today, with the 18-year-old eligible for mili-
tary service and able to vote, and with our society’s greater sexual
freedom, there has been a practical lowering of the threshold defin-
ing majority. However, despite these changes majority is not so
clearly defined. Thus, facilities continued to define it by their own
lights.

We asked facilities at what age (if any) they required parental
consent, as a practical way to get at their definition of minority.
While the modal age (and below) for which facilities require con-
sent was age 17 to 18, there is a spread across the entire range,
from no limit to age 21, regardless of type of facility or class of pa-
tient. The majority of facilities (82.6 percent) require parental con-
sent for patients under 17, 18, or 19 years of age, depending on the
individual hospital or clinic. Five facilities (6.7 percent) require
parental consent for private patients 19 to 21 years old.

Municipals adhere quite literally to city policy which does not
require parental consent above age 18. However, it must be noted
that several factors operate which result in the rules being more lib-
eral than is apparent. First, discretion is exercised by staff if they
believe disclosure to a parent will seriously traumatize a minor. Al-
most any minor, even a very young one, may receive service at a
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city hospital regardless of the age at which the facility may define
minority, if she is “emancipated” (i.e., one who is married or eco-
nomically independent and living away from home), or has had a
previous pregnancy or abortion. Finally, proof of age required by
facilities varies considerably from quite casual to very rigid.

Voluntary and proprietary hospitals have the most age restric-
tions. Both categories have hospitals which require parental consent
for abortions for patients up to 21 years of age. While approximate-
ly one-third of the free-standing clinics have no age restrictions at
all, some of them require parental consent up to 19 years of age.
The municipal hospitals have the fewest age restrictions. Some of
them have no age limits at all, and the rest require parental consent
only for patients under 17 or 18 years old.

Free-standing clinics as a group have the most liberal policies
with respect to minors. Five of the 15 free-standing clinics reported
no restrictions. None required parental consent for patients 19 to
21.

The majority of facilities accepting service patients require
parental consent for patients under 17, 18, or 19 years of age (82.5
percent). Only two voluntary hospitals (3.2 percent of the total)
require parental consent for service patients 19 to 21 years of age.
Parental-consent requirements for private patients are similar to
those for service patients but somewhat more restrictive. Only 18
(10.7 percent) of 75 facilities accepting private patients for abor-
tions have no age restrictions. These include five free-standing clin-
ics, two proprietary hospitals, and one voluntary hospital.

Despite the fact that requirements of proof of age or emanci-
pation tend to be flexible in many facilities, admission of minors is
often quite subjective. It is our judgment from an analysis of re-
sponses that the great majority of abortion facilities tend to moder-
ately restrict and discourage minors applying for an abortion, al-
though none categorically refuse to perform interruptions on
minors. Only in a small proportion are they admitted without
restrictions; and in a few, mostly private, facilities, they are strongly
restricted and discouraged. Beyond the statistics, however, it must
be noted that any restrictions may act as a deterrent in preventing
an unknown number of younger women from even applying for an
abortion. The fear of having to meet a series of difficult qualifica-
tions, including possible threat of disclosure, when added to the
anxiety of the unwanted pregnancy, may well be too much for some
younger women.
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Cost of Abortion

Our data permit the calculation of the average total cost of an abor-
tion by type of facility, procedure, and class of patient for New
York City in 1972. Included are any extra charges such as rho gam
(immunization against the rh negative blood factor), lab fees, and
the like. The cost of an abortion is higher for a private patient than
for a service patient for all types of interruptions. The difference in
increase for private patients in total average cost is approximately
$50.00 for D&C or for vacuum aspiration with and without curet-
tage, and $15.00 for a saline procedure. For all four types of inter-
ruption, the cost is significantly higher in voluntary hospitals than in
the other three types of facilities. For service patients the range of
average cost varies by type of facility by more than $100.00 for all
procedures except saline interruptions, where the average cost
ranges from $309.00 to $368.00, a difference of $59.00. The aver-
age cost of a D&C for a service patient varies by type of facility
from $139.00 to $263.00, a difference of $124.00.

Vacuum aspiration with curettage costs from $141.00 to
$244.00, a range of $103.00, while vacuum aspiration without cur-
ettage costs from $119.00 to $269.00, a difference of $150.00. For
private patients the range of average cost for a D&C and for vacuum
aspiration with and without curettage varies by more than $60.00 to
$80.00, depending on the type of facility. The average cost to a pri-
vate patient for a D&C ranges from $210.00 to $272.00, a range of
$62.00. Vacuum aspiration with curettage costs from $200.00 to
$270.00, a range of $70.00. Saline procedures range from $252.00
to $385.00, a difference of $133.00.

In summation, the average costs for private patients are higher
than those for service patients, although the variation in average
costs by type of facility is greater for service patients than for pri-
vate patients. Vacuum aspiration with curettage, the most frequent
procedure, is the least expensive method on average. For service
patients, the municipal hospitals provide the lowest set of charges;
for private patients, the free-standing clinics average the least cost
to the patient. For both classes of patient, the voluntaries are the
most expensive. Most likely this is a major factor in explaining why
the voluntaries do so few abortions relative to their size.

The assumption set forth in the introduction—that legal abor-
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tion will replace illegal abortion—is at least in part based on the
rapidly decreasing cost of the legal procedure. The reduced cost not
only brings safe abortion within the reach of many who could oth-
erwise not afford it, but also helps to assure privacy from family
and others when a woman feels that privacy is crucial to her well-
being. Most women or couples can manage to raise the $160.00 or
so needed for an early abortion in a municipal hospital or free-
standing clinic without disclosure.

Discussion

Induced abortion on such a large scale is a very recent phenomenon
in the United States. There are indications, however, that it will
continue and grow. Presently, there are sizable gaps in knowledge
about many aspects of abortion. New York City is a particularly
suitable research locale to fill some of these gaps because of the
large number of abortions performed there as well as the hetero-
geneity of the population served. In view of the recency of permis-
sive abortion statutes it is not surprising that we are just beginning
to accumulate research data that describe the universe of American
women obtaining abortions. Also scanty are data on the cumulative
social, contraceptive, and fertility experience of women, postabor-
tion, on the frequency and causes of repeat abortion, and on the
long-term health hazards from exposure to repeat abortions.

The experience in New York City, as reported by the Health
Services Administration (Chase, 1972), indicates that abortion can
be done safely on a large scale. The HSA report further indicates
that abortion has not swamped the health system as was originally
feared; moreover, mounting evidence is emerging of a favorable im-
pact on reductions in maternal mortality, out-of-wedlock births,
and prematurity. Legal abortion appears to have replaced illegal
abortion. “Data from ten reporting municipal hospitals show a
sharp drop in incomplete and spontaneous abortions, from 415 per
month in Year 1 of the law to 220 per month in Year 2. Since the
number of spontaneous abortions was likely to remain relatively
constant, it is likely that this reflects a true decline in the number of
criminal abortions” (Chase, 1972:3; Pakter et al., 1973).

However, legal abortion as the solution to illegal abortion
brings in its wake a new set of problems requiring solution. These
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may not be the problems initially envisioned (i.e., capacity to meet
demand, protection of the patient from early complications, disap-
proval of the obstetrical profession) but other equally serious is-
sues. What are some of these issues?

Will abortion on demand result in poorer contraceptive behav-
ior and repeat abortion?

Evidence to date also suggests that about 40-80 percent of
those coming for interruptions of pregnancy were not using any
means of contraception at the time they became pregnant (Bracken
et al., 1972b; Corson and Bolognese, 1972; Diggory, 1969; Grauer,
1972; Pion et al., 1970; Steele, 1966). The question therefore is:
How will this behavior continue to be affected by easier access to
legal abortion and how will it be influenced by exposure to contra-
ceptive services? Will the number of unwanted pregnancies increase
or decrease for women who have had induced abortions?

In Eastern and Central Europe, where abortion has been easi-
ly available for some time, it has apparently become the chief
means of fertility control and attempts to develop national accept-
ance of contraception have not been widely successful to date (Ler-
ner, 1971a; Szabady and Klinger, 1970:31-43; Klinger and Szaba-
dy, 1969:68-76; David, 1970).

In Hungary, for example, easy access to abortion has apparently
led some women to terminate pregnancy by this method, 10, 20,
and even 40 times. There is great concern with this group of high-
frequency users, since Hungarian data tend to support the hypothe-
sis that three or more abortions significantly increase the risk of ec-
topic pregnancy, premature delivery, and spontaneous abortion,
and are suggestive but not conclusive of excess sterility (Lerner,
1971a; Hungarian Central Statistical Office, 1970:18-35). Similar
results have been found in Czechoslovakia (Cernoch, 1968; Kota-
sek, 1971) and Britain (Liu et al., 1972).

A recent study in the Soviet Union found that extensive con-
traceptive services resulted in reduced abortion among women who
previously had used no contraception (Verbenko et al., 1965).
Studies in Holland found a similar result (Van Emde, 1965).

Tietze (1973:41), citing data from New York City in the past
two years, states: “Indirect evidence suggests that, overall, contra-
ceptive practices improved markedly between the first and second
years of the liberalized abortion law.” Diamond et al. (1973), cit-
ing data from Hawaii, can find no evidence that easy abortion re-



MMFQ / Health and Society / Winter 1974 31

sulted in less contraception, but found that a continuing rate of
two-thirds of the women coming for abortion were not using contra-
ception at the time they became pregnant. Thus, they concluded,
abortion has not improved contraception use. Daily and Nicholas
(1973) found that the rate of repeat abortion, despite some expo-
sure to contraception, has increased from 0.5 percent in 1970-1971
to 6 percent in the first six months of 1972, and notes that these fig-
ures are probably a substantial underestimation. Study of a small
group of repeat abortions by Daily revealed that 47 percent of the
women reported no use of contraception prior to the repeat abor-
tion. Moreover, 59 percent of the repeaters left the hospital without
being started by the staff on the contraceptive method they had re-
quested.

Limited data are now available from New York City which in-
dicate a 5 percent abortion rate within twelve months in one munic-
ipal hospital, in spite of this population’s exposure to intensive fam-
ily planning at the time of abortion (Rovinsky, 1972). In this study
it was found that, while all patients were exposed to contraceptive
education and prescription, nonetheless institutional failure to pro-
vide the method of choice selected by the patient, or confusing re-
ferral information, were important reasons for contraceptive failure,
resulting in a repeat abortion. Other reasons for repeat abortion
were true contraceptive failure and motivational failure on the part
of some patients.

Kantner and Zelnik (1973) in studying a national sample of
young unmarried women, age 15 to 19 in the United States, found
that 28 percent reported having had sexual intercourse and 53 per-
cent of these had used no contraception the last time they had inter-
course. Correlated with this is the fact that only 40 percent had a
generally correct idea of the period of greatest risk of pregnancy.

As Campbell (1968) and Coombs and Freedman (1970)
have written, the timing of a first pregnancy can have lifelong con-
sequences to a young women or a married couple. Therefore, fol-
low-up data on first abortions could materially assist in predictions
of social, economic, and health consequences for these women. For
example, if failure to use contraception effectively were an etiologic
consideration in the abortion rate for specific groups of women, we
would expect to be able to predict, from the contraceptive behavior
of these young women in the postabortion period, the risks of future
abortions.
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If abortion on demand is regarded as one of the essential sup-
plementary methods for avoiding unwanted children, especially
among the young unmarried, for reducing maternal mortality, and
for reducing premature and out-of-wedlock births, and these are
recognized as important health objectives (Commission on Popula-
tion. . ., 1972:97, 102-104) then it follows that equal access to
abortion care regardless of age, race, marital status, religion, or so-
cioeconmic status is imperative. However, the relationship between
liberal abortion and contraceptive behavior, as judged by available
data, is unclear. Direct and unequivocal evidence on this relation-
ship is not yet available, especially for the United States.

Conclusions

The voluntary and proprietary hospital systems maintain policies
with respect to admission which tend to discourage minors, in some
instances requiring husband’s consent. The fees at these institutions
are substantially higher for both early and late interruptions of
pregnancy. This also tends to discourage poorer women. Moreover,
their lack, as a class of institutions, in providing adequate contra-
ceptive services—some not even providing contraceptive informa-
tion—has an important bearing on the probability of repeat and re-
current abortion, which in turn has implications for future hazard-
ous outcomes of pregnancy. Further, while it has not been discussed
in this report, the voluntary and proprietary hospitals continue to
perform a high proportion of interruptions of pregnancy by the
method of dilatation and curettage, a method that has been shown
to carry a higher risk of early (and possible also late) complica-
tions (Tietze and Lewit, 1971). We therefore conclude that the
voluntary and proprietary hospital systems could materially im-
prove the present quality of their abortion services both with re-
spect to access to service, improved counseling, and contraceptive
services.

Municipal hospitals, on the other hand, provide more compre-
hensive services at lower fees, with no serious limits on access to
services. The free-standing clinic system presents no bars to access,
asks reasonable fees, but is lacking in contraceptive follow-up, pri-
marily because the vast majority of their patients are from out of
state.
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Appendix

Methodology

The present work reports on a survey of all abortion facilities in
New York City, undertaken and completed in late 1972 to 1973.
Its aims were to collect baseline data on the major components of
the health care delivery system, that is, free-standing clinics; munic-
ipal, voluntary, and proprietary hospitals. Data were collected on
the number of cases and class of patients (i.e., service! and pri-
vate) ; abortion procedures available; contraceptive services availa-
ble to abortion patients; abortion counseling; social and administra-
tive policies regarding admission, especially in relation to minors;
fees; and readiness to collaborate with us in the planned prospective
study of the patients.

This report presents data on each of these aspects, except the
last.

Survey was by telephone interview, subsequent to an explana-
tory letter to the chief of Obstetrics and Gynecology and the hospi-
tal administration on stationery of the Albert Einstein College of
Medicine. Field work was by experienced medical interviewers un-
der our direct supervision.

The survey schedule was developed by the principal investiga-
tor and pre-tested in June 1972 in 20 randomly selected facilities in
New York City.

Construction and pre-coding of the final interview schedule
was assisted by a senior staff member of the National Opinion Re-
search Center of the University of Chicago (New York Office).
The interview schedule is pre-coded except for a few items. All ed-
iting and analytic coding was done directly by the principal investi-
gator. Tabulation was done at the Health Sciences Center of the
State University of New York at Stony Brook.

The primary informant in the facility survey was the chief of

*Service includes “‘non-private” clinic patients, i.e., patients who were ad-
mitted without a private physician. Tietze and Lewit (1971), for example,
have chosen to class these clinic patients as private, primarily because they
paid a fee and were not financially classed as “service” cases. We class them
as service, in the sense of non-private, because they did not have a private
physician for the abortion.
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Obstetrics and Gynecology or the medical director of the abortion
service. Supplementary information was often provided by adminis-
trative personnel.

Field work was conducted from November 1972 to February
1973. Contact with the primary respondent was established in one
to five telephone calls in 44 percent of cases, and within six to 10
calls in 30 percent. The remaining 26 percent of facilities required
11 to over 20 calls. However, persistence has its reward in high
completion rates. The interview was usually completed during a sin-
gle final telephone call. Most respondents were extremely coopera-
tive. Eighty-five percent of interviews were completed within 40
minutes. The remaining 15 percent required up to one hour.

The number of abortions reported to us on survey by each fa-
cility was validated against two independent sources for the same
data:

1. New York City Health Department reports of number of
abortions, submitted weekly by each facility?

2. New York City Health and Hospital Corporation statistics
service reports, collected independently by the Corporation for each
municipal facility

Among 136 hospitals in New York City nine state and federal
institutions are excluded, since they perform no abortions (except
for the State University Medical School Hospital of the Downstate
Medical Center, which is included under Municipal). Of the re-
maining 127 hospitals only 76 have an abortion service. The 51 in-
stitutions that do not perform abortions are Catholic hospitals, ger-
iatric facilities, or facilities that perform so few elective abortions
that they need not be counted. Thus, in gross terms, 76 among 136
hospitals in New York City, or about 50 percent, provide an abor-
tion service. To this must be added 21 free-standing clinics, making
a total of 97 active abortion facilities in New York City, calendar
1972.

Initially, 108 hospitals and clinics were surveyed, but 11 were
dropped, since collectively they accounted for only 200 abortions in

2 This is not to be confused with abortion certificates required to be filed by
facilities. There is serious underreporting of certificates, possibly as high as
17 percent. The validation data come from direct reports made weekly by
each facility to the abortion surveillance unit of the New York City Depart-
ment of Health.
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1972. Thus, our denominator was reduced to 97. In the course of
the survey the denominator was further reduced to 88 operating fa-
cilities: three refused survey, three were never completed, and three
clinics became operational too late in the year in 1972 for inclu-
sion. Our completion rate was 90.7 percent. Excluding the three
latecomers from the denominator gives us a true response rate of
93.6 percent. The denominator for this study is 88.

Raymond C. Lerner, PH.D.
Department of Community Medicine
Health Sciences Center

Stony Brook, New York 11790
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