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AMEND MEN'
OFFERED rN THE HOUSE BY REPRESENTATIVE ROKEBERG

TO: CSHB 160(HES)

Page 2, line 11, following "section":

Insert", except that the statistical report may not identify or give information that can
be used to identify the name of any physician who performed an induced termination of
pregnancy, the name of any facility in which an induced termination of pregnancy occurred,

or the name of the municipality or community in which the induced termination of pregnancy

occurred."

Page 2, following line 21:
Insert a new bill section to read:
"*Sec. 2. AS 18.50.310(a) is amended to read:

(a) To protect the integrity of vital statistics records, to ensure their proper use,
and to ensure the efficient and proper administration of the vital statistics system, it is
unlawful for a person to permit inspection of [,] or to disclose information contained in
vital statistics records, or to copy or issue a copy of all or part of a record, except as
provided by this section or as authorized by regulations issued under this chapter.
Regulations issued under this chapter may not authorize inspection, disclosure,
or copying of all or part of any report or record received under AS 18.50.245,
except that the statistical report prepared under AS 18.50.245(d) mav be copied
and distributed."

Renumber the following bill sections accordingly.
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Currently, the State of Alaska does not monitor or collect any abortion data. This
hampers efforts on a state and national level in publishing and evaluating accurate
abortion data in relation to important maternal health information.

House Bill 160 would implement a reporting system for abortions in Alaska by requiring
physicians to submit an induced termination of pregnancy report within three days after
the procedure to the Bureau of Vital Statistics, who would publish the aggregated data in

an annual report.

Abortion data in the United States is collected and evaluated by the Centers for Disease
Control and the Alan Guttmacher Institute. Data from abortion surveillance is used in
conjunction with birth data and fetal death computations to estimate pregnancy rates and
other maternal health rates. Abortion data is also used in defining characteristics of
women who are at high risk for unintended pregnancy. Moreover, ongoing annual
surveillance is used to monitor trends in the number, ratio, and rate of abortions in the
United States and provide data for assessing changes in clinical practice patterns related

to abortion.

This information is collected by the states, and it is compiled and published at the
national level by the Centers for Disease Control and Prevention. However, some states,
including Alaska, have no abortion reporting system. The Alan Guttmacher Institute
periodically conducts surveys of tbortion providers and uses the results together with the
CDC data to estimate the number of abortions and the abortion rate.

The Centers for Disease Control and the National Center for Health Statistics advocate
the collection of detailed abortion data since it is vital to accurate evaluations of abortion
related topics and essential for both health and public policy issues.

The information that House Bill 160 would require to be reported is modeled after the
federal guidelines for induced termination of pregnancy reports, established by the
National Center for Health Statistics.
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STATE OF ALASKA Fiscal Note Number:
2001 LEGISLATIVE SESSION Bill Version: CSHB160(HES)
() Publish Date:
Revision Date/Time (Note if correction):  4/5/2001 Dept. Affected: Health & Social Services
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Sponsor: Coghill et.al.
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BExerdituresRevernues (Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2002 FY 2003 FY 2004 FY 2005 FY 2006 FY 2007

Personal Services 15.8 16.1 16.4 16.8 171 17.4
Travel 3.0 1.0 1.0 1.0 1.0 1.0
Contractual 44.0 3.0 3.0 3.0 3.0 3.0
Supplies 0.5 0.5 0.5 0.5 0.5 0.5
Equipment 85 45

Land & Structures
Grants & Claims

Miscellaneous
TOTAL OPERATING 71.8 20.6 20.9 21.3 26.1 21.9

CAPITAL EXPENDITURES | |

ICHANGE IN REVENUES ( )

FUND SOURCE
1002 Federal Receipts

(Thousands of Dallars)

1003 GF Match
1004 GF 71.8 20.6 20.9 21.3 26.1 21.9
1005 GF/Program Receipts
1037 GF/Mental Health
Other (Specify Type)

TOTAL 71.8 20.6 20.9 21.3 26.1 21.9
Estimate of any current year (FY2001) cost: 0.0

Check this box (X) if funding for this bill is included in the Governor's FY 2002 budget proposal:

POSITIONS
Full-time
Part-time
Temporary

ANALYSIS:  (Attach a separate page if necessary)

The Department anticipates 2000 - 2500 reports per year.
Personal Services: one 1/2-time Administrative Clerk Il to process reports of induced termination.

Travel: first vear - travel to each provider to establish procedures, install programs and train staff
succeeding vrs travel to oversee svstem fi ionalitv.

Contractual: first vear

(a) 30k Build an Induced termination of pregnancy subsystem in the new vital statistics information system
(b) 4k lay-out and print reporting form

(cl 10K develoo and adopt reaulations succeeding vrs Print forms

Supplies: standard office supplies - (Yearly cost)
Equipment: first vear Computer and furniture for new Admin Clerk succeeding vrs Replace computer

Phone 465 3092

Prepared by: Karen E. Pearson, MS
Date/Time
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Approved by:  Elmer A. Lindstrom, Special Assistant Date 4/10/01 12:12 PM
Agency Department of Health & Social Services
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Legal Induced Abortion Reporting
INn the United States

Why is legal abortion reporting important?
Legal induced abortion data are used to
- Define characteristics of women at high risk for unintended
pregnancy.

- Monitor trends in the number, rate, and ratio, of abortion, types of
procedures used, and gestational age (in weeks) when abortions are

performed.

- Calculate pregnancy rates (in conjunction with births and fetal deaths).

« Evaluate the effectiveness of family planning programs and programs
to prevent unintended pregnhancy.

Reporting issues

-~ 47 states, New York City, and the District of Columbia collect data on
legal induced abortions.

" 44 reporting areas collect abortion data as required by state
statute/regulation or law.

" Even/ hospital, Medicare facility, or licensed clinician in required areas
must report each induced abortion performed to the central
department of health by means of a standardized form for that

reporting area.

- The time period for filing reports after legal induced abortion varies
widely by state.

Abortion Reporting, by Reporting Area and Type of
Reporting— United States, 2000

O Mandatory
Reporting

O Voluntary
Reporting

* Currently this state does not collect data on induced termination of pregnancy.
Source: Reporting of medical abortions: Information for providers. AmJ Obstet Gynecol. 2000:183:524-525
SeDtember. 2000



Note: Slate abortion reporting statutes are subject to modification or change at any time, Iherefore it Is Important to verify state reporting requirements with the state's office of vital statistics.

Lega

Alabama “
Alaska *
Arizona 1
Arkansas *
Calitornia 1
Coloradob
Connecticut *
Delaware *
Dist. ol Col.
Florida *
Georgia *
Hawaiif
Idaho *
Illinois *
Indiana *
lowa *
Kansas *
Kenlucky *
Louisiana *
Maine *
Maryland
Massachusetts *
Michigan *
Minnesota
Mississippi *
Missouri *

| Induced Abprtion

Reportin
form mcluges

(nonsgrglclal)
procedures

Y

NA

<

Y
Y
Y

Y

Time ior
Reporting

10 days after end ol month

Monthly
5 days alter procedure

5 days after proc> ire
7 days alter procedure
30 days after end of monlh

Monthly
10 days afler procedure
1 month afler procedure
15 days alter end ol monlh
10 days alter end ol monlh
Twice a year
30 days alter procedure
Annually
15 days afler end of monlh
15 days alter procedure
10 days afler end of monlh

30 days alter procedure
7 days alter procedure
by April 1 lor previous year
5 days alter procedure
45 days alter procedure

Conlact

I Ie/be?orllrbg

mOre Info
(334) 206-5426
(907)465-3090
(602) 542-1216
(501)661-2036
(916) 323-2662
(303) 692-2160
(860)509-7897
(302) 739-4776
(202)442-5865
(904)359-6900
(404) 656-4750
(808) 586-4600
(208) 334-5992
(217) 782-6554
(317) 233-2700
(515)281-5787
(785)296-8627
(502) 564-4212
(504)568-5152
(207)287-5445
(410) 767-6783
(617) 753-8624
(517)335-8705
1-800-657-3900
(601)576-7960
(573)751-6381

* Induced lerminatlon of pregnancy re;aorling is specifically required by slale slalute or regulation,

t Ruporting is done in accordance will

Ihe stale's total death reporling stabile or regulation.

I Currently this slale does not collect dala on induced lerrninalion ol pregnancy.

§ Slate collects abortion dala inaccordance with ils death certification siatulory law.
1 Reporting requirements reler to reporting by hospitals.
" Abroad health statute provides legal authority for abortion dala colleclion.
j f Category not specified but includes fill-In procedure column.

NA Not available
Source: Reporling ol medical abortions: Information lor providers. AmJ Obslel Gynecol, 2000: 183:524-525; Unpublished dala. Alan Gutlmacher Institute, 2000.
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Reporting

Montana *
Nebraska *
Nevada ’

New Hampshire *

New Jersey *'
New Mexico *
New York 1
New York City *
North Carolina *
North Dakota *
Ohio *
Oklahoma *
Oregon *
Pennsylvania *
Rhode Island 1
South Carolina *
South Dakota *
Tennessee *
Texas *

Utah *

Vermont *
Virginia 1
Washington *
West Virginia **
Wisconsin *
Wyoming *

in the
forRrﬁplﬁtr:tIISges
(nonsurglcal) Time for
procedures Reporting
30 days alter procedure
Y 15 days alter end of monlh

No lime lor report specified

No time lor report specified
5 days afler procedure
72 hours alter procedure
5 days alter procedure
Monthly
30 days alter procedure

< < < << < <<

15 days aller discharge’

5 days aller procedure
15 days aller end of monlh

< <

Y 7 days aller procedure
7 days alter procedure

Y by Jan. 15 lor previous year
10 days aller procedure

Y by Jan. 31 for previous year
Y 10 days after procedure
Y 7 days alter procedure

Y 3 days aller procedure

Y Monthly lor previous monlh
vh

Y by Jan. 15 lor previous year
Y 20 days aller procedure

regnancy: hllpViwww Ida. gov/cder/drug/mlogage/m|Iepr|slone/
itrv/t>n»«j viee NNI</pniVinmwi7nri>viRwhimw

himl/inm4Hfi1fl3him

United Staie

Conlact,
s R
more Info

(406) 444-5249
(402) 471-3121
(775) 684-4242
(603) 271-4650
(609) 984-6702
(505) 827-2338
(518) 474-3077
(212) 788-4520
(919) 733-3526
(701) 328-2360
(614) 466-2531
(405) 271-3430
(503) 731-4108
(717) 783-2548
(401) 222-2812
(803) 898-3324
(605) 773-4961
(615) 741-1954
(512) 458-7111
(801) 538-6105
(802) 863-7275
(804) 225-5076
(360) 236-4313
(304) 558-9100
(608) 266-2838
(307) 777-7591


http://www.lda.gov/cder/drug/inlopage/mileprislone/
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Lisa M. Koonin, M.N., M.P.H.,1and Jack C. Smith, M.S.1

PUBLIC HEALTH IMPORTANCE

Legal induced abortion is one of the most fre-
quently performed surgical procedures in the
United States. Each year since 1980, the num-
ber of abortions in this country has remained
relatively shble at approximately 1.3-1.4 mil-
lion abortions per year (1). Recent reports show
that in 1991, 339 abortions were provided for
every 1,000 live births and that about 24 of ev-
ery 1,000 females of reproductive age (15-44
years old) had an abortion (1).

Induced abortions usually are linked to unin-
tended pregnancies, which often occur despite
the use of contraception (2-4). In the mid-
1980s, about 1.2 million of the live births that
occurred each year were unintended (either
mistimed or unwanted at conception) (5). Im-
proving contraceptive practices as well as ac-
cess to and education about safe, effective, and
low-cost contraception and family planning ser-
vices may help minimize the need for abortion
in this country (6).

Fewer than one woman in 100 develops a ma-
jor complication from induced abortion, and
fewer than one in 100,000 dies (7,8). The risk
of morbidity and mortality from legal abortion is
directly related to gestational age at the time of
abortion—the earlier the gestation, the safer the
procedure (9,10).

The surveillance of legal induced abortion is
important for numerous reasons. Surveillance is
used to identify characteristics of those who
have abortions, in particular, women at high
risk of unintended pregnancy. Ongoing surveil-

* The ratio is the number oi abortions per 1,000 live births. The
rate IS the number of abortions per 1000 (emales 15—a4 years

old.

Legal Induced Abortion

lance is essential to monitor trends in the num-
ber, ratio, and rate of abortions in this country.*
We need statistics on the number of pregnan-
cies ending in abortion to add to birth and fetal
death statistics so that we can accurately esti-
mate pregnancy rates and calculate other out-
come rates, such as the rate of ectopic pregnan-
cies per 1,000 pregnancies. In turn, abortion
and pregnancy rates can be used to evaluate the
effectiveness of family planning and unintended
pregnancy prevention programs. This is espe-
cially important for teenage pregnancy pro-
grams, because a large proportion of teenage
pregnancies are terminated by abortion (1). On-
going surveillance also gives us an opportunity
to assess changes in clinical practice patterns
related to abortion, such as changes in types of
procedure over time. Finally, abortion data are
used as denominators to calculate abortion mor-
hidity rates and mortality rates.

Legal abortion rates vary widely among coun-
tries—ranging from a high of >100 abortions
per 1,000 women of reproductive age in the
former Soviet Union to a low of 5 per 1,000 in
the Netherlands. The induced abortion rate in
the United States (24 per 1,000) is higher than
rates reported by Australia, Canada, and most
Western European countries; the U.S. rate is
lower than rates reported by the former Soviet
Union, China, Cuba, and Eastern European
countries (11). Abortion rates for teenagers are
much higher in the United States than in most
Western European countries and in some East-
ern European countries (11) (for additional in-
formation about related topics and surveillance

1 Division of Reproductive Health .
National Center (or Chronic Disease Prevention
and Health Promotion ,
Centers lor Disease Control and Prevention
Atlanta. Georgia
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activities, see the Unintended Pregnancy and
Childbearing and the Pregnancy in Adolescents

chapters).

HISTORY OF DATA COLLECTION

During the late 1960s and early 1970s, a new
reproductive health event, legal induced abor-
tion, was emerging as a result of judicial and
legislative changes occurring in this country. At
that time, the incidence of induced abortion in
the United States was unknown. In 1969, rec-
ognizing both the importance of abortion as a
public health issue and the need for national
abortion statistics, CDC began the continuous
epidemiologic surveillance of abortion in the
United States.

That same year, CDC published the first report
of legal induced abortions. The term legal was
used to contrast those abortions with illegal pro-
cedures or self-induced procedures that still oc-
curred. Since then, reports of annual data for
1969-1990 have been published regularly.

To assess morbidity associated with legal induced
abortion from 1971 through 1978, CDC spon-
sored a multicenter, observational study of com-
plications following legal induced abortion (12).
This study, known as the Joint Program for the
Study of Abortion (JPSA), continued the initial
investigation (JPSA 1I)sponsored by the Popula-
tion Council of New York. On the basis of data
from about 80,000 abortions performed in 32
institutions between 1971 and 1975 (JPSA 1)
and 84,000 abortions performed in 13 institu-
tions between 1975 and 1978 (JPSA Ill), CDC
offered the medical community recommenda-
tions, which have significantly reduced the num-
ber and severity of abortion complications and
the number of related deaths in this country.

Today, abortion statistics are compiled by
CDC's National Center for Chronic Disease
Prevention and Health Promotion (NCCDPHP)
and National Center for Health Statistics
(NCHS) a? well as the Alan Guttmacher Insti-

tute, an independent, nonprofit research organi-

zation. Abortion data compiled by NCHS are
collected from participating states and registra-
tion areas. Information on each induced abor-
tion is provided to NCHS on magnetic tape as a

84
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part of the Vital Statistics Cooperative Program.
In 1988, the last year for which statistics were
reported. NCHS reports included data from 14
states' and New York City (13). The Alan
Guttmacher Institute conducts periodic direct
surveys of abortion providers in the United
States (14); however, the institute does not con-
duct continuous annual surveys or collect infor-
mation on the characteristics of women obtain-
ing abortions.

CDC SURVEILLANCE ACTIVITIES

NCCDPHP is responsible for national surveil-
lance to document the number and characteris-
tics of women obtaining abortions, and NCHS is
responsible for compiling abortion data in se-
lected states, On occasion, NCCDPHP and
NCHS collaborate in producing abortion surveil-
lance reports.

A legal induced abortion is defined as a proce-
dure performed by a licensed physician or
someone acting under the supervision of a li-
censed physician, with the intent to “terminate
a suspected or known intrauterine pregnancy
and to produce a nonviable fetus at any gesta-
tional age" (9). Data on the reasons for the legal
induced abortion are not collected by many
states and are not provided to NCCDPHP.

Until the late 1970s, state health departments
had independently developed their own abortion
reporting forms or had used fetal death report-
ing forms, which were problematic for reporting
induced abortions. In 1977, with the assistance
of state health departments. NCHS developed a
model abortion reporting form to collect demo-
graphic information and data on gestational age
and the type of procedure performed; the form
does not include personal identifiers of the
woman. This reporting form has been modified
periodically and serves as the primary tool for
collecting abortion statistics in most states.

NCCDPHP compiles tabular data, aggregated at
the state and area levels, received from 52 re-
porting areas: 50 states, New York City, and the
District of Columbia. The total number of legal

r Slates include Colorado, Indiana, Kansas, Maine. Missouri.
Montana. New York, Oregon, Rhode Island, South Carolina,
Tennessee. Utah, Vermont, and Virginia.
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induced abortions are available from all report-
ing areas, most of which provide information
on the characteristics of women obtaining abor-
tions. Each year, in about 45 reporting areas,
data are provided from the central health agen-
cies.5In the remaining reporting areas, data are
provided from hospitals and other medical facili-
ties. No patient or physician identifiers are pro-
vided to CDC. Data are reported by the state in
whicii the abortion occurred. CDC checks the
data for numerical accuracy and for consistency
with published state reports and resolves dis-
crepancies by communicating with health de-
partment personnel. Data are stored in secured

files.

CDC computes abortion-to-live-birth ratios by
using the number of abortions in a given cat-
egory (e.g., by state, age, or race) as the numera-
tor and the number of live births (reported by
state and area health departments) in the same
category as denominators. Abortion rates are
computed by using the number of abortions as
numerators and Current Population Survey data
for females aged 15-44 years as denominators.

Preliminary annual data on legal induced abor-
tions are published in the Morbidity and Mortal-
ity Weekly Report (MMWR), and a final and
more comprehensive report is published later in
the MMWR's CDC Surveillance Summaries.
National numbers, ratios, and rates of abortions
are presented in each report. State-specific char-
acteristics of women obtaining abortions are pre-
sented in the Surueillance Summaries only.

GENERAL FINDINGS

From 1970 to 1982. the reported number of
legal abortions in the United States increased
every year; the largest percentage increase oc-
curred during 1970-1972 (Figure 1). From
1976 to 19S2, the annual rate of increase
slowed continuously, reaching a low of 0.2% for
1981-1982. Since 1980, the number of abor-
tions has remained relatively stable, with only
small (<5%) year-to-year fluctuations. The abor-
tion ratio increased each year from 1970 to
1980, remained relatively stable until 1988,

§ Agencies Include slale health departments and the health depart-
ments ot New York City and the District ol Columbia.

and since then has decreased somewhat each
year (Figure 1).

Women who have abortions in this country tend
to be young, white, unmarried, and having the
procedure for the first time. Specifically, women
20-24 years of age have approximately one
third of all abortions, whereas women younger
<15 years of age have about 1%, Abortion ra-
tios are highest for women at the age extremes
— <19 years (particularly <15 years) and >40
years of age (Figure 2). Women aged 30-34
years have the lowest ratios. Among teenagers,
the abortion ratio is highest for those <15 years
old and lowest for those 19 years old.

Most reported legal abortions are performed
hefore 8 weeks of gestation, and more than
three fourths are done hefore 13 weeks. Ap-
proximately 4% of abortions are performed at
16-20 weeks of gestation, and 1% at >21
weeks. Approximately 99% of legal abortions
are performed by curettage (which is consistent
with the fact that 94% of abortions are per-
formed in the first trimester or early second tri-
mester of pregnancy), and <1% are performed
by intrauterine saline or prostaglandin instilla-
tion. Hysterectomy and hysterotomy are rarely
used to perform abortions.

Abortion ratios vary by race and ethnicity, al-
though these variations are probably related to
socioeconomic differences rather than to race
per se. Almost two thirds of women obtaining
abortions are white; however, the abortion ratio
for blacks is about two times higher than that
for white women, and the ratio for women of
other races (Asian-Pacific Islander, Native
American, Alaska Native, or race listed as other)
is 1.3 times higher than that for white women.
In 1990, the abortion ratios for Hispanics were
similar to those for whites. When the propor-

tion of women undergoing legal abortion is ana-

lyzed by race and age-group, few differences are
found between whites and blacks except among
girls <15 years old; the percentage of girls who
had an abortion was over twice that of white
girls in this age-group (Table 1).

Over three fourths of women who have legal
induced abortion are unmarried. The abortion
ratio is 11 times higher for unmarried women
than for married women.
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FIGURE 1. Legal abortions — United States, 1970-1990*

Number Ratio Ra,e

Number of abortions are in millions ol women, ratio is number of abortions per 1,000 rive births, and
rate is number of abortions per t,000women aged 15-44 years.

Source; CDC abortion surveillance.

FIGURE 2. Abortion ratio, by age-group — United States, 1990

600-

200

NoToraas ° WinThg

<15  15-19  20-24  25-29 30-34  35-39
Age-group (yrs)

Source: CDC abortion surveillance.
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TABLE 1. Number and percentage of reported legal abortions, by race and age-group —

United States, 1990

Race
Black and
White* other races Total

Age-group* (years) No. % No. % No.
<15 2,215 0.6 2,597 13 4,812
15-19 88,731 22.3 41,597 20.1 130,328
20-24 132,427 332 68,922 333 201,349
25-29 87,044 213 49,242 238 136,286
30-34 52,741 132 28,171 136 80,912
35-39 27,571 6.9 12,919 6.3 40,490
>40 8,022 n 20 3,229 16 11,251
Totalb 398,751 100.0 206,677 100.0 605,428

» Excludes persons ol unknown ages,
t Includes Hispanics. .
§ Reported by 30slates and New York City.

Source: CDC. National Abortion Surveillance (I7)

The abortion ratio is highest for women who
had no live births and lowest for women who
had one live birth. Approximately half of
women obtaining abortions are having the pro-
cedure for the first time, whereas approximately
15% have had at least two previous abortions.

Overall, most women obtain abortions during
the first 12 weeks of pregnancy. However, girls
<15 years of age are more likely to obtain abor-
tions later in pregnancy than older women. The
proportion of women obtaining an early abor-
tion (<8 weeks) increases with age, and the pro-
portion obtaining a late abortion (>16 weeks)
decreases with age. Black women of ail ages
tend to obtain abortions later in pregnancy than
white women.

About 99% of abortions at <12 weeks of gesta-
tion are performed by curettage (primarily suc-
tion procedures). Beyond 12 weeks of gesta-
tion, the most common procedure again is
curettage, which is usually reported as dilatation
and evacuation. Most intrauterine instillations
involve the use of saline and are usually per-
formed at >16 weeks of gestation.

For all racial groups, educational level strongly
influences when an abortion is performed (15).
For example, in 1988, among white women

who obtained an abortion, 60% of those with
college educations (>16 years of school com-
pleted) had an early abortion (<8 weeks), com-
pared with 46% of those who completed high
school only. Among minority women who ob-
tained an abortion, about 53% of those with
college educations had an early abortion com-
pared with 42% of those who completed high
school only.

Also in 1988, about 85% of women who ob-
tained abortions lived in metropolitan areas
(15). For these women, the abortion ratio was
about 2.2 times greater than the ratio for
women who lived in nonmetropolitan areas
(373 vs. 168 abortions per 1,000 live births).
This difference varied by race. For example, the
abortion ratio for minority women living in met-
ropolitan areas was 2.8 times the ratio for those
living in nonmetropolitan areas (599 vs. 210
abortions per 1,000 live births). In contrast, the
abortion ratio for white women living in metro-
politan areas was 1.9 times that of white
women living in nonmetropolitan areas (302 vs.
162 abortions per 1,000 live births).

Areas with the highest incidence of legal induced
abortion include California, New York City,
Texas, and Illinois; the lowest incidence occurs in
Wyoming, South Dakota, Alaska, and Idaho

%
08
215
332
225
134
6.7
19

100.0
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(Table 2) (16,17). Data on women whose state of
residence is known indicate that approximately
92% have the abortion performed within that

state.

INTERPRETATION ISSUES

Since the 1970s, legal induced abortion has
spurred much public controversy, which has af-
fected national and state surveillance activities.
Inrecent years, the abortion issue has influ-
enced a significant number of public policy deci-
sions. including issues related to the public fund-
ing of abortions, fetal tissue research, interna-
tional family planning program development
and support, and the possible availability of cer-
tain abortion-inducing medications, such as RU
486.

Despite NCCDPHP’s ability to monitor national
abortion trends, these data have several signifi-
cant limitations. In 1990, approximately 28% of
the abortions were reported from states that do
not have centralized reporting; these areas could
provide no information on the characteristics of
uomen obtaining abortions. Representativeness
is limited when data from all states are not avail-
able. In addition, because the number of states
that report such information varies from year to
year, we must use caution when making tempo-
ral comparisons. Nevertheless, the data available
from CDC’s abortion surveillance system are
particularly useful because national characteristic
data of women who obtain abortions are not
collected by any other system. Also, because
this is a continuous surveillance activity, data for
each year since 1969 have been compiled,
tabulated, and reported.

Differences in the data reported to NCCDPHP
and NCHS also must be considered. For ex-
ample, legal induced abortion data reported to
NCHS contain demographic data— including
information on educational level and area of
residence (metropolitan or nonmetropolitan)—
not available from states that provide data to
NCCDPHP. The NCHS data system also en-
ables detailed cross-tabulation of these and other
characteristics. Because NCHS data are from a
limited number of states, they cannot be used to
represent national statistics. In 1988,
NCCDPHP received the same number of re-
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ported abortions as did NCHS for the selected
states in their system—these NCHS abortion
data represented approximately 22% of all abor-
tions reported to NCCDPHP in that year.

The Alan Guttmacher Institute reports higher
numbers of abortions in a given year than does
NCCDPHP. However, the institute does not
conduct abortion surveillance annually; in the
1980s, data were not collected for 1983, 1986,
and 1989. The number of abortions reported to
CDC has consistently been about 19% lower
than the number ascertained by the Alan
Guttmacher Institute (1S). Methodologic differ-
ences account for this discrepancy. The institute
uses an active survey technique to contact all
identifiable abortion providers, whereas
NCCDPHP primarily compiles data collected by
state health departments. The smaller number
of abortions reported to NCCDPHP from health
departments is likely the result of inconsistencies
among states in abortion reporting requirements
and methods. Specifically, the completeness of
state health department data varies widely be-
cause 1) some states require reporting from all
licensed facilities whereas ethers have a volun-
tary abortion reporting system, 2) the types of
providers that must report vary among states,
and 3) the completeness of reporting varies
among states. These factors probably contribute
to underreporting in some states, which can
lead to an underestimation of the national abor-
tion rate and ratio.

Because legal indued abortions are usually per-
formed in licensed medical facilities and most
states use a standard abortion reporting form
for data collection, we suspect that
overreporting of abortions (false positives) is
rare. However, the data collection forms filled
out by providers may contain incomplete data,
which in turn would be submitted to NCCDPHP
for inclusion in national statistics.

NCCDPHP’s definition of legal induced abortion
is very similar to the definitions used by NCHS
and the Alan Guttmacher Institute. NCHS uses
the term induced termination of pregnancy
in its reports and defines it as the “purposeful
interruption of an intrauterine pregnancy with
the intention other than to produce a live-born
infant, and which does not result in a live birth
.. .and excludes management of prolonged re-
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TABLE 2. Reported number, ratio, and rate of legal abortions and percentage of abortions obtained by out-of-

state residents, by state of occurrence — United States, 1990

State

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware

District of Columbia

Florida
Georgia
Hawaii
Idaho

lllinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York

City

State
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota

Number of
abortions*

15,012
1,489"
15,783
5,953
357,579"
12,679
18,776
5,557
19,969
66,071
39,245
4,748
1,390
67,350
14,351
7,166"
7,516m
10,921
13,020
4,607
22,425
39,739
36,183
17,156
6,842
16,366
3,365
6,346
7,226
4,259"
41,358
5,288
159,098
102,202
56,896
36,494
1,723
32,165
10,708"
13,658
52,143
7.782
13,285
946

Ratio’

237
125
229
163
585
237
375"
500
NR™
332
349
232
85
345
167
182

193%
202

266
27955
430
236
252
157
207
290
260
31
243
337
194
545
787
351
349
186
193
225«
319
305
512"

227
86

Rateb

NR
NR
25
32
NR
8.2
NR
NR
529
NR
8.3
08
9.0
NR
3.6
NR
46.5
29.3
NR
12,6
6.8
39
4.2
10.7
227
10.8
23.6
202
112
NR
3.0
3.9
o4
29
4.2
8.3
38.2
9.6
NR
9.7
5.9
217
6.1
194

Abortions obtained
by -jut-of-state
residents (%o)f

89
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TABLE 2. Reported number, ratio, and rate of legal abortions and percentage of abortions obtained by out-of-
state residents, by state of occurrence — United States, 1990 — continued

Number of

State abortions*
Tennessee 21,144
Texas 92,580
Utah 4,786
Vermont 3,184
Virginia 32,992
Washington 31,443
West Virginia 2,500
Wisconsin 6,848
Wyoming 363

Total 1,429,577

» Abortion data from central health agency unless otherwise noted.

Abortions obtained

Ratio* Rateb by out-of-state

residents (%)"
282 18 174
293 23 39
132 2 152
384 23 29.8
334 2 6.0
397 27 49
m 6 117
232 15 6.1
52 4 124
3450r 24 8.2

" Abortions per 1,0001ive births (lve-birth data from central health agency unless otherwise specilied).
s Abortions per 1,000women aged 15-44years (from Bureau ol the Census, Current Population Survey, March 1990).

" Based on number ol abortions lor which residence status ol women was known.

* Reported from hospitals and/or other medical facilities in state.
" CDC estimate.

1L Live births reported by NCHS (J6).

% >1000ahortions per 1000 ive births.

++>1,000 abortions per 1,000women aged 15-44

Excludes 330 Kansas residents obtaining abortions in other slates.

lis Reported from New York City Health Department.
Differs from the preliminary ratio (344) published in MMWR (1).
NR: Not reported.

tention of products of conception following fetal
death" (19).

Because of multiple levels of reporting— from
the facility or doctor to the state health depart-
ment and then to NCCDPHP—reporting com-
plexity is part of this surveillance system. This
complexity is exacerbated by the political sensi-
tivities and legal issues surrounding abortion in
every state. This creates a surveillance situation
that is dynamic and not completely in the con-
trol of the state health agency collecting data.

The timeliness of surveillance data can be de-
scribed as having two components: 1) the inter-
val between the performance of the abortion
and the reporting of the event to the state
health department and subsequently
NCCDPHP, and 2) the interval between the re-
ceipt of such data by NCCDPHP and dissemina-
tion of the results of the analysis. Since 1991,
the interval between the abortion and publica-
tion of a report has been about 3 years.

90

EXAMPLES OF USING DATA

CDC’s need for abortion data at the national
level is used by states to justify state legislation
requiring abortion reporting. In turn, states
compare their data with national data to make
and assess policy and program decisions related
to abortion. States also use abortion data to
monitor teen pregnancy prevention programs
and to plan for providing family planning and
STD treatment and prevention services to
groups at high risk for unintended pregnancies.

FUTURE ISSUES

Although no year 2000 objectives specifically
call for reducing the number of legal induced
abortions provided in this country, several objec-
tives indirectly address this issue:

m Objective 5.1: Reducing teen pregnancies.

b Objective 5.2: Reducing the proportion of
pregnancies that are unintended.
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m Objective 5.7: Increasing the effectiveness
with which family planning methods are
used.

Achieving these objectives will affect the need
for abortion services (20) and will require all
states to collect abortion data needed to fully
assess our progress in reducing abortions.

Not all states have recognized the need for
state-based abortion surveillance, and some
states have recognized the need but have been
unable to gather information because of the
sensitivities that abortion generates. Data on the
number and characteristics of women having
abortions in all states are needed to have an ac-
curate picture of legal induced abortion in this
country. Moreover, a larger emphasis must be
placed on preventing unintended pregnancy,
particularly among teenagers. States that do not
have age- and race/ethnicity-specific data on
abortions will be in a weak position for assess-
ing their needs, addressing teen pregnancy and
unintended pregnancy in high-risk groups, and
evaluating the effectiveness of their programs.

Ultimately, recent judicial rulings, executive or-
ders, and legislative changes related to parental
consent for abortions for minors, restrictions on
the availability of services, the possible availabil-
ity of RU 486, and the funding of abortion ser-
vices may affect the number of abortions per-
formed, the characteristics of women having
abortions, and the methods used for abortion
surveillance. Therefore, ongoing abortion sur-
veillance continues to be a dynamic process that
can contribute valuable information about an
important public health issue.
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Abortion Reporting in the United States: An Examination of the
Federal-State Partnership

By Rebekah Saul

Over the past three years, several events have led policymakers, public health officials and the general
public to focus renewed attention on abortion data in the United States. The information that is available
on how many abortions are performed, when they take place and what methods are used has contributed to
the public policy debate, but it also has proven inadequate in some instances to answer all the questions

being asked.

For example, in 1995 Ohio outlawed dilation and extraction abortions, an event seen by opponents of
abortion as the first victory in a national campaign to ban procedures they later dubbed "partial birth”
abortions. The proposed federal "Partial-Birth Abortion Ban Act" has intensified the debate over abortion
procedures, late-term abortions and, ultimately, the incidence and timing of abortions in general. Yet the
debaters were often frustrated because specific data on the frequency of late-term ahortions are limited,
and data on the use of dilation and extraction do not exist either at the state or national level.

Moreover, at around the same time, Congress enacted a federal welfare reform law, the Personal
Responsibility and Work OBportu_nlt Reconciliation Act of 1996. Among several provisions intended to
discourage out-of-wedlock births is the so-called illegitimacy bonus: Every year, for the next four years,
the federal government will award s20 million each to the five states that can demonstrate the largest
reduction in out-of-wedlock births and a simultaneous decrease in abortion rates. While the legislation
establishes 1995 as the baseline against which reductions and increases will be measured, it does not
address the limitations of abortion data collection efforts, which pose asignificant challenge for accurately
establishing a baseline level of abortion in many states, as well as for establishing accurate subsequent

levels.

In 1996, as well, the Food and Drug Administration (FDA) took significant steps toward approving the use
of medical (nonsurPlcaI) abortion in the United States, essentially by "preapﬁ)r_ovmg"_the use of
mifepristone, popularly known as RU 486, as an ahortifacient; final approval is pending information on
manufacturing and labeling. In addition, FDA cleared the way for clinical study by U.S. health care
providers of a combination of two other drugs—methotrexate and misoprostol—used to induce early

nonsurgical abortions.

While it remains to be seen to what extent the advent of medical (nonsurgical) abortions will actually
chané;e the provision of abortion services in the United States, it is at least possible that such abortions will
be administered by health care providers who, for whatever reasons, have been reluctant to provide
surgical abortions. If new providers do indeed emerge, mcorporatm(_i]abortlon reporting by these providers
into current reporting procedures will be critical both to measuring the number of abortions provided in the
United States, and to monitoring the drugs' use and safety. Fur.hermore, because medical abortion is used
primarily in the first seven weeks of pregnancy, the provision of nonsurgical abortion may lead to a shift in
the timing of abortions. Documenting this shift might prove important to the abortion debate, since many
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individuals support early abortion but grow increasingly uncomfortable with the procedure as the
pregnancy continues.

The Centers for Disease Control and Prevention (CDC), the government agency currently responsible for
compiling U.S. abortion data, has been criticized by some people for its inability to answer all
abortion-related inquiries— particularly, detailed questions relating to late-term abortions. However, such
criticism does not consider that— in keeping with vital statistics tradition—CDC obtains its data through a
voluntary federal-state partnership in which states are responsible for collecting and managing data in
accordance with their own polic:es and systems, and submitting the information to the federal government.
As a result, states ultimately determine the quality and availability of national, government-generated

abortion data.

Background

History of U.S. Vital Statistics
The maintenance of vital records in the United States dates back to the 1600s, when colonies voluntarily or

by law kept registers of births, deaths and marriages. This early recordkeeping was done primarily to

protect individual rights; records were regarded as legal documents necessary for posterity and to ensure
just administration of inheritance and other laws. During the 17th and 18th centuries, recognition of the
utility of vital records as a public health tool grew, and local health boards began using death records to

trace epidemics and evaluate community health.-

In the 1800s, several states and cities r-idopted laws governing the organization of public health agencies,
and government maintenance of vital statistics emerged as an important public health function. Congress
created the National Board of Health, which (in conjunction with the U.S. Bureau of the Census) was to
spearhead establishment of a national vital statistics system. By 1900, the Census Bureau had developed
the first standard certificates of birth and death, and in 1907 submitted the first in a series of model vital

statistics bills to the states.

In 1946, responsibility for national vital statistics was transferred from the Census Bureau to the U.S.
Public Health Service, which made two significant moves a decade later: It developed and issued the first
standard records of marriage and divorce or annulment, and it issued the Certificate of Fetal Death (which

later became the U.S. Standard Report of Fetal Death).

The National Center for Health Statistics (NCHS) was established in 1960 to collect statistics on a broad
range of health topics, to conduct relevant research and analysis, and to publish vital statistics data.
Nevertheless, the primary responsibility for ccl'ecting, managing and compiling vital records—records of
births, deaths, fetal deaths, marriage and divorce or annulment— lies with the states in accordance with
their own laws, regulations and public health agencies. They also submit data to the federal government on
a contractual basis, through which the federal government shares in the cost of operating the state system.

Reporting Abortions
The move toward legalization of induced abortion in several states during the late 1960s provided an

impetus for distinguishing between spontaneous and induced termination of pregnancy in reporting. As a
result, some states began to collect induced abortion data separately, while others continued to record the
events as fetal deaths. In 1969, with the original intent of monitoring the safety of abortion, CDC initiated

a national abortion surveillance system to compile and analyze state-generated abortion statistics.
Around the time of the landmark 1973 U.S. Supreme Court decision in Roe v. Wade, which legalized

abortion in the United States, NCHS stepped up its efforts to obtain abortion data by attempting to install
an abortion reporting system on par with other vital statistics data collection. In 1978, as part of that effort,
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NCHS introduced a standard form specifically for the reporting of induced abortion—the U.S. Standard
Report of Induced Termination of Pregnancy. It was hoped that the NCHS system of collecting abortion
data, which utilized micro data sets obtained by NCHS from the states on a contractual basis, would

eventually replace the CDC abortion surveillance system, which relies on stale-reported aggregate data.

However, NCHS was under severe financial constraint and failed to fund its abortion program adequately.
This problem stymied the abortion data system's growth. At its peak, NCHS obtained abortion data from
only 15 states, and the program was discontinued altogether after data year 1993.

Today, CDC's abortion surveillance system remains the sole governmental source of abortion data. The
primary responsibility for recording, collecting and managing data rests with the states' vital statistics
agencies, which submit data to CDC on a voluntary basis. CDC retains the federal role of issuing model
legislation, forms and guidelines, as well as compiling and publishing state information; however, CDC
does not share in the cost of the state data collection. Most recently, with the advent of medical abortion
using such drugs as mifepristone and methotrexate, CDC led the effort to revise the U.S. Standard Report
of Induced Terminations of Pregnancy to include medical abortions as a type of procedure.

Challenges to Abortion Reporting
Over time, all 50 stales have wrestled with abortion reporting requirements, because, as with all

abortion-related issues, reporting has met with controversy. At the heart of the issue is whether induced
abortions should be regarded as reportable events paralleling births, deaths and fetal deaths, or rather as
health events to be monitored as other surgeries and medical procedures are.

Additionally, some abortion rights supporters have raised concerns about the intent of abortion reporting
requirements. They fear that abortion foes will use the laws to deter abortion provision, either by making
reporting requirements too onerous or by allowing reported data to be used to harass service providers or
women who have obtained abortions. In several states, reporting policies have been legally challenged:;
two cases argued before the Supreme Court have upheld reporting requirements.

When the Supreme Court heard challenges to Missouri's 1974 abortion law in Planned Parenthood of
Central Missouri v. Danforth, the justices unanimously upheld the law's requirements that all health
facilities and physicians report all abortions to the health departments. The Court concluded that such
recordkeeping is useful to the state's interest in protecting the health of its female citizens, and that
recordkeeping and reporting requirements “that are reasonably directed to the preservation of maternal

health and that properly respect a patient's confidentiality and privacy are permissible."2

Sixteen years later, the Supreme Court reiterated its position in Danforth when it decided on the reporting
requirement provisions of the Pennsylvania Abortion Control Act in Planned Parenthood of Southeastern

Pennsylvania v. Casey. The decision stated that “[t]he collection of information with respect to actual
patients is a vital element of medical research, and so it cannot be said that the requirements serve no
purpose other than to make abortions more difficult."-These decisions largely affirmed states' moves to
institutionalize the reporting of abortion data.

Data Completeness and Quality _ _ o _
While issues related to the quality of abortion data are outside the scope of this article, two studies that

examined the completeness and consistency of state abortion data deserve mention. They highlight some
of the limitations of abortion data, as well as indicate the potential impact of provider education and
outreach, enforcement, follow-up and quality monitoring on state abortion data.

The first points to the underreporting and nonreporting that may occur in some states. The 1980 study
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compared Tennessee abortion data reported by providers to the Tennessee Department of Public Health
with data reported for the state by The Alan Guttmacher Institute (AGI), which collects abortion data by

surveying providers directly.*For 1974, the Tennessee Department of Public Health reported only half the
number of abortions that AGI reported.

The authors concluded that "underreporting, or more specifically, nonreporting, by some facilities in
Tennessee, has occurred because clinic and hospital administrators did not know that they were
responsible for reporting abortions performed at their facilities and they have relied on physicians to do
s0." In subsequent years, according to the authors, department of health staff informed nonreporting clinics
of the law, and by 1976 the department reported 74% of the number of abortions that AGI reported.

The second study illustrates the problems that arise both from measuring rare events and from human
error: A few misrecorded abortions in Georgia dramatically altered the state's data on third-trimester
abortions. The authors analyzed the accuracy of data on reported third-trimester abortions in Georgia by

comparing the reported information with actual medical records for each case.-Upon reviewing 86
third-trimester induced abortions reported to the Georgia Department of Health and Human Services in
1979 and 1980, the authors found that the vast majority of the abortions were misreported. Only three
procedures could be verified as actual third-trimester induced abortions; 58 of those reported were actually
fetal deaths in utero, and 15 more were first- or second-trimester abortions that had been misclassified as
third-trimester. The researchers concluded that the correct rate of third-trimester abortions for Georgia in
1979 and 1980 was 4.3 per 100,000 total abortions, rather than the rate of 123.1 per 100,000 abortions

reported by the state's department of health.

Abortion Reporting
As of January 1998, 48 states, the city of New York! and the District of Columbia collect data on induced

abortions.! The two nonreporting states, California and Oklahoma, have abortion reporting statutes on the
books that are not currently in effect due to legal actions taken against related abortion statutes.

Laws
While 40 states and New York City collect abortion data as required by state statute, these laws vary. In 35

states and New York City, induced termination of pregnancy reporting is required specifically by statute
(see Table 1). Overall, the laws are similar; by and large, they require every hospital or facility, or
attending physician, to file a report regularly on each abortion performed, usually within a few days of the
procedure or on a monthly basis. These laws mandate that abortion reports be submitted to the state
department of health, state registrar or state vital statistics officer, and that the agency in turn publish the

statistics on a regular basis.

Table I. Abortion reporting, by jurisdiction

Jurisdiction Type of reporting '

Mandatory -Voluntary
Abortion Fetal  Regulatory ‘
statute death  policy 1
T jstatute

Alabama™™"" X ] ]

Alaska | J X

Arizona | X [ J

Arkansas X*
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California 1 1 1 | !
Colorado th__ll JI '
Connecticut X 1 i
Delaware X ! . f

District of *
Columbia I
Florida X* 1 L
Georgia * o i
Hawaii X i
ldaho X< i
lllinois X* - i
[Indiana X

lowa X*

Kansas X

Kentucky X i

Louisiana X

Maine X "

Maryland JX
Massachusetts X

Michigan X

Minnesota X* 1
M ississippi X* i '
Missouri X* I "1 1
Montana X |1

Nebraska X ; i
Nevada X* i

New Hampshire 1X

New Jersey 1 Xt

New Mexico X* . 1
New York I1X

New York City ;X I

North Carolina X* | 1
North Dakota  X* o o

Ohio K* "1

Oklahoma ] 71 !
Oregon K* |
Pennsylvania Ko e . |
Rhode Island 1<* L

50f 10 4/4/2001 10:07 AM



Abortion Reporting in the United States:...aiming Perspectives, 30(5):204-211, 1998 http://www.agi-usa.org/pubs/joumals/3024498.luml

South Carolina  X* Lo, J ]
South Dakota X 1 1
Tennessee X !

Texas X* e )
Utah X , f

Vermont -

Virginia X* i
Washington ! X

West Virginia i Xt
Wisconsin X

Wyoming X L i J

*A regulatory policy guides abortion data collection in
addition to state statute. t Abortion reporting is done in
accordance with the state's death certification statute, 1A
broad health statute provides legal authority for
abortion-related data collection.

Approximately half of the state laws specify that the department of health or a related agency will
prescribe and provide the abortion reporting form, and several states require that the form be similar to the
U.S. standard suggested by CDC. Virtually all of the statutes include a confidentiality provision—either
emphasizing that the data collected are for statistical use only and may be published in aggregate only, or.
at a minimum, mandating exclusion of the patient's or provider's name on the reporting form or in the

published report.

Four additional states—Hawaii, New York, Rhode Island and Virginia—are legally obligated to collect
abortion data under broader fetal death reporting statutes, rather than under laws specific to abortion. The
Colorado vital statistics agency, meanwhile, collects abortion data in accordance with its death
certification statute, which does not single out fetal death or abortion.

Regulations _ _
Three states—Arizona, Connecticut and Washington—are obligated to collect abortion data solely by

regulations issued by their state health agencies (Table 1). Regulations in all three echo the typical
reporting statute. Nineteen more states have regulatory policies that accompany their abortion or fetal
death reporting statutes. Such regulations typically reinforce the provisions put forth in the state statute and
provide administrative guidance for the reporting system. For example, regulations might enumerate
exactly what is required on the reporting form, discriminate between requirements for different types of
medical facilities or elaborate on confidentiality provisions.

Voluntary Reporting
Five states and the District of Columbia collect abortion data on a voluntary basis, and their health

departments provide forms and publish the data—even though no statute or regulation requires that
abortions be reported (Table 1). New Jersey and West Virginia cite broad state health statutes as providing
legal authority for a state health official to collect abortion-related data, while in Alaska, Maryland, New
Hampshire and the District of Columbia, the health departments do not rely on legal authority.

State Data Collection
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All states tliat collect abortion data utilize standardized forms, and most require a separate form for each
procedure. The forms largely solicit the same baseline data as does the U.S. Standard Report of Induced
Termination of Pregnancy: information on the facility (name or address, city and county); demographic
information on the patient (her age, marital status, race, general educational level, and city, county and
state of residence); medical information on the patient (date of last normal menses and number and results
of previous pregnancies); information on the procedure itself (date of termination, clinical estimate of fetal

gestation and method of termination-) and the names of the attending physician and person completing the

report.”

However, state forms tend to deviate from the U.S. standard in two ways. Many states do not require the
same level of detail as the standard form on those items that might identify the facility, patient or attending
physician—only 23 sLatesff and New York City, for example, require the patient's residential zip code,

and only 28 states— and New York City request information identifying the attending physician. While all

but three reporting areas— request information on the type of procedure used, only 17 states, New York
and the District of Columbia include "medical (nonsurgical)" in the list of abortion procedures.

Conversely, many states require more information than that required in the U.S. standard form.
Twenty-seven states,— for example, inquire about abortion-related complications, and several ask for
additional information on the fetus, such as fetal viability, abnormality, length or weight. Nine states;" ask
the reason for the abortion, and seven” request information on the woman's contraceptive history.

Six states and the District of Columbia do not use a separate form for each procedure. Colorado, New
Jersey, Texas and West Virginia, which require the same basic information on each abortion as does the
U.S. standard form, record abortions in logs that are submitted to the state agency on a regular basis. In
Florida, Massachusetts and the District of Columbia, abortions are reported to health agencies in aggregate

on a monthly or quarterly schedule.

National Data Collection
Annually, CDC contacts state vital statistics agencies to request certain data tabulations from the previous

year. On a voluntary basis, states then submit aggregate data to CDC in the form of the requested
tabulations, or as closely as possible, based on the state's available data. In 1995, the most recent year for
which CDC data are available, the agency requested data on age 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, intrauterine saline instillation, prostaglandin instillation,
hysterectomy or hysterotomy, other, unknown), race, Hispanic ethnicity, marital status, previous live births
and abortions, and state of residence. As in previous years, CDC surveyed abortion providers in
nonreporting states to estimate the number of abortions performed in those states.

Discussion
To agreat 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 standards that aim to make data complete and
comparable across state lines. However, there remains considerable variability among state laws, policies,
forms and systems, and this variability inevitably affects CDC's ability to determine accurately even the
total number of abortions performed 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 comparable abortion data are available.

This variability also exacts a toll on CDC's ability to answer specific questions about abortion in the
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United States. As demonstrated by the review of state reporting forms, there are considerable differences
among states that do require abortion reporting in terms of the information they actually collect.
Furthermore, for the information reported to the states, there often are problems with data completeness.
For example, in CDC's 1995 state-level surveillance report, data on specific 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 understand 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 "partial 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 procedures—including dilation and extraction, the medical
procedure that most closely approximates characterizations of "partial-birth" abortion—are also
unavailable 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 ihat 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 techniques. Inclusion of the new techniques on a
significant number of state forms demonstrates a sensitivity to the issue on the part of many state vital
statistics officers. However, ensuring reporting by all new providers will undoubtedly require increased

education and outreach efforts.

While some data limitations may be intrinsic to abortion—and no system is perfect— the quality of CDC's
information is primarily compromised by the unevenness of reporting in the states. Policymakers need to
assess the value they place on accurate abortion statistics and match information needs with resources. If
accurate abortion data are as necessary to policymaking as recent debate suggests, steps need to be taken to
bolster the existing systems. Doing so first requires further 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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Preface

This handbook is prepared by the National Center for Health Statis-
tics, Centers for Disease Control and Prevention, U.S. DepartmentofHealth
and Human Services, and contains instructions for persons with respon-
sibilities for completing and filing reports ofinduced terminations of preg-
nancy (induced abortions). It pertains to the 1989 revision of the U.S.
Standard Reportofinduced Termination of Pregnancy as modified in 1996
by the Division ofReproductive Health, National Center for Chronic Disease
Prevention and Health Promotion and the 1992 revision of the Model State
Vital Statistics Act and Regulations. This handbook is intended to serve as
a model for adaBtatlon by_am{ vital statistics registration area.

~ Other handnooks available as references on preparing and registering
vital records are:

b HosPitaIs’an_d Physicians’Handhook on Birth Registration and Fetal
Death Reporting

b Medical Examiners’and Coroners’Handhook on Death Registration
and Fetal Death Reporting

b Physicians’Handbook on Medical Certification of Death

b Funeral Directors’ Handbook on Death Registration and Fetal Death
Reporting

b Guidelinesfor Reporting Occupation and Industry on Death Certificates
a Handbook on Marriage Registration
a Handbook on Divorce Registration
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Introduction

Purpose

This handbook is designed as an aid to acquaint hospital and clinic
personnel, physicians, and others with responsibilities related to comEIet-
Ing and filing reports of induced termination of pregnancy (induced abor-
tion). Background information is included on the importance of these
documents for statistical purposes and specific instructions for recording
entries.

The purpose is to achieve improved reporting by promoting better
uhnderstanding of the forms and of the uses of information entered on
them,

Although State laws vaiy in specific requirements, generally the per-
son in charge of the institution or facility where the induced abortion is
performed has the overall responsibility for obtaining the required data,
preparing the report, and filing the report with the State registrar. For
abortions performed outside a hospital, clinic, or other institution, the
?hhysiciant performing the abortion is responsible for preparing and filing

e report.

Importance of induced termination of pregnancy reporting

Reports ofinduced termination ofpregnancy are not legal records and
are not maintained ﬁermanently in the files of the State office of vital
statistics. However, the data they provide are very important from both a
demographic and a public health viewpoint. o

In January 1973, the U.S. Supreme Court ruled that the restrictive
abortion laws in two States were unconstitutional and that, within the first
two trimesters after conception, whether an abortion was to be performed
ornot was a matter between the woman and her doctor (Roe v. Wade, 410
U.S. 113 (1973); and Doe v. Bolton, 410 U.S. 179 (1973)). The net result of
this ruling is that induced abortion under these criteria is legal in all
States. In July 1976, the Supreme Court ruled that it is legal for States to
require the reporting of certain information about induced abortions per-
formed in that State (Planned Parenthood of Central Missouriv. Danforth,
96 Supreme Court 2831 (1976)). As a result of these two rulings, many
States have established mandatory induced abortion reporting systems.



Data from reports ofinduced termination ofpregnancy provide unique
information on the characteristics of women having induced abortions.
Uniform annual data of such quality are nowhere else available. Medical
and health information is provided to evaluate risks associated with in-
duced abortion at various lengths of gestation and by the type of abortion
procedure used. Information on the characteristics of the women is used
toevaluate the impact thatinduced abortion has on the birth rate, teenaqe
pregnancy, and out-of-wedlock births. The data also help measure the role
that induced abortion plays in birth prevention as compared with contra-
ception. Because these abortion data provide information necessary to
promote and monitor health, it is important that the forms be completed

carefully.

State reporting requirements

In those States requiring the reporting of information on induced
abortions, various methods are used to collect the data. Some States
include induced abortion reporting as a part of their fetal death reporting
system by collecting additional information on induced terminations on
their fetal death report. A majority of the States use a separate form,
usually called Report of Induced Termination of Pregnancy, for the report-
ing of induced abortions. In a few States, a combination system is used
whereby{ induced abortions above a certain gestational age are reported on
the fetal death report and those below that gestational age are reported on
the induced termination of pregnancy report. However, regardless of the
reporting system used, all States with reporting systems require the re-
porting of all induced abortions regardless of length of gestation.

Because ofthe variations that exist from State to State, it is imperative
that those persons having responsibilities in the reporting of induced
abortions familiarize themselves with the procedures and forms used in

their State.
Live birth

Although unlikely, the induced abortion procedure may resultin a live
birth. Should this occur, the report ofinduced termination of pregnancy is
not to be completed and filed. Rather, a certificate of live birth is to be
prepared for the infant. In the event the infant should later die, a death
certificate would also have to be prepared and filed.

U.S. Standard Report of Induced Termination of Pregnancy

The National Center for Health Statistics, Centers for Disease Control
and Prevention, U.S. Department of Health and Human Services has his-
torically provided leadership and coordination in the development of the

2



Standard Report ofInduced Termination of Pregnancy to serve as a model
for use by States. Tills report has been revised periodically in collaboration
with State health officials, registrars, and statisticians; Federal agencies;
local registrars, and medical record personnel. In these revisions, each
item is evaluated thoroughly for its registration, statistical, health, and
research value. o

In recent years, responsibility for the collection of abortion data from
the official files of the States has rested with the Division of Reproductive
Health, National Center for Chronic Disease Prevention and Health Promo-
tion, Centers for Disease Control and Prevention. In 1996, in response to
the emerging use of medical procedures to induce abortion, the Division of
Reproductive Health, in_consultation with a working group of experts,
revised Item 15: Type of Termination Procedure. The instructions for com-
Elletmg several sections of the form were also revised at this time. This

andbook reflects those revisions.

Each State is encouraged to adopt the recommended standard report
as a means of developing a uniform national induced ahortion reporting
and statistics system. Although many States use the recommended stan-
dard report, some States modify it to comply with State laws and regula-
tions or to meet their own particular needs for information.

State health department

The State health department administers the induced termination of
[%regnancy reporting system under the laws and re%ulatmns_ of the State.
he State health department is responsible for developing foirms and pro-
cedures and for ensuring adherence to the requirements of the laws and
_regulatlons. It also publishes statistical data derived from the reports of
induced termination of pregnancy it receives.

Local registrar

~ Generally, the Report of Induced Termination of Pregnancy is filed
directly with the State registrar. In a few States, however, these reports are
filed with the local registrar who then forwards them to the State registrar,

Confidentiality

The ReportofInduced Termination of Pregnancy is designed to collect
information for statistical and research pur\ooses only. These reﬁorts are
not maintained permanently In the official files of the State health depart-
ment. The data that are gathered from these reports are presented in
aggregate statistics, not individually, so that specific individuals may not

be 1dentified.



Hospitals, clinics, and physicians are assured that extensive legal and
administrative measures are used to protect individuals from unautho-
rized disclosure of personal information contained on the reporting form.

Specific responsibilities

Hospital or clinic

The hospital, clinic, or other institution or facility where the induced
abortion is performed is responsible for obtaining the necessary data,
completing the form, and filing it with the State registrar within the time
period specified by law. To ensure the proper performance of these respon-
sibilities, itis preferable that one staffmember be given the overall respon-
sibility and authority to see that the reports are completed and filed on
time. Specifically, the hospital, clinic, or other institution should:

 Develop efficient procedures for prompt preparation and filing of the
reports.

o Collectand record the information required by the report.

» Prepare a correct and legible report, making certain that eveiy item is
completed.

+ File the report with the proper official within the time specified in the
vital statistics laws of the State.

+ Cooperate with State or local registrars concerning queries on report
entries.

» Call on the State or local office of vital statistics for advice and assis-
tance when necessary.

Physician

~ Forinduced abortions performed in a hospital, clinic, or other institu-
tion, the physician performing the abortion is responsible for providing the
medical information required by the report. When an induced abortion is
performed outside a hospital, clinic, or other institution, the physician
performing the abortion is responsible for obtaining all of the necessary
data, completing the form, and filing it with the State registrar within the
time period specified by law.



Part I. General instructions for completing reports

The data necessary for preparation of the induced termination of
pregnancy report are obtained from the:

+ Patient
+ Attending physician
» Hospital or clinic records

Reports ofinduced termination ofpregnancy are not permanentrecords
and are used only for statistical purposes. However, the data obtained
from these reports are very important from hoth a demographic and a
public healtl viewpoint. Therefore, it is essential that these reports be
prepared accurately. These general rules should be followed:

+ File tne original report with the registrar. Reproductions or duplicates
are not acceptable.

» Avoid abbreviations except those recommended in the specific item
instruction,

» Spell entries correctly.

+ Refer problems not covered in these instructions to the State office of
vital statistics.

» Use the current form designated by the State.

» Typeallentries whenever possible. Do notuse worn typewriter ribbons.
o |fa typewriter cannot be used, print legibly in black ink.

» Complete each item following the specific instructions for that item.

» Do not make alterations or erasures,



Part Il. Completing the report of induced
termination of pregnancy

These instructions pertain to the 1989 revision of the U.S. Standard
Report of Induced Termination of Pregnancy.

1-3 PLACE OF TERMINATION

1. FACILITY NAME (If not clinic or hospital, give address)

Enter the full name of the hospital or clinic where the induced termination of pregnancy
occurred.

If the induced termination of pregnancy occurred in a hospital or a clinic that is
physically situated within a hospital or is administratively a part of a hospital, enter the
full name of the hospital.

If the induced termination of pregnancy occurred in a freestanding clinic, a clinic that is
physically and administratively separate from a hospital, enter the full name of the clinic.

|f the induced termination of pregnancy occurred in a physician’s office or some other
place, enter the number and street name or name of the place.

2. CITY, TOWN, OR LOCATION OF PREGNANCY TERMINATION
Enter the name of the city, town, or location where the pregnancy termination occurred.

3. COUNTY OR PREGNANCY TERMINATION
Enter the name of the county where the pregnancy termination occurred.

Item 1 provides information about the types offacilities where induced terminations are
Performed ltems 2 and 3 provide information that is used in the planning of health

acilities and health education programs.

4. PATIENT'S IDENTIFICATION

Enter the hospital, clinic, or other patient identification number. This number must be one
that would enable the facility or physician to access the medical file of this patient.

This information is used with Items 1 and 2 for queryingfor missing information without
Identifying the patient.

6



5.AGE LAST BIRTHDAY

Enter the age of the patient in years at her last birthday.

This information permits analysis of health risks related to length ofpregnancy and type
ofprocedure among different age groups. It is also used to study the impact of induced
terminations on the fertility rates of ditferent age groups.

6. MARRIED?

O Yes O No Specify:

Check “Yes” if the patient was legally married (including separated) at the time of
conception, at the time of termination, or at any time between conception and the
termination. Otherwise, check “No.”

This information is used to study the health risk of induced terminations by marital
status. 1t also helps determine the impact of induced terminations on thefertility rates of
married and unmarried women and aids in planning for and evaluating the effectiveness
offamily planning programs.

7. DATE OF PREGNANCY TERMINATION (vonth, Dey, Year)

Enter the exact month, day, and year of the pregnancy termination.

The date the pregnancy was actually terminated should be entered. This may not
necessarily be the date the procedure was begun. EXCGptIOﬂ: For termination procedures
performed by medical (nonsurgical) methods, the date of the termination should be
recorded as the actual date the Initial dosage of the medication was given— not the actual
daie of termination of pregnancy.

Enter the full name of the month— January, February, March, etc. Do not use a number or
abbreviation to designate the month.

This information is used to determine when the pregnancy termination occurred and to
determine the length of gestation. Length ofgestation is an essential element in the study
of risks associated with induced terminations.

8a-e RESIDENCE OF PATIENT

The patient’s residence is the place where her household is located. This is not necessar-
ily the same as her “home State,” “voting residence,” “mailing address,” or “legal
residence.” The State, county, and city should be that of the place where the patient
actually lives. Never enter a temporary residence such as one used during a visit, business
trip, or a vacation. Residence for a short time at the home of a relative or friend is
considered to be temporary and should not be entered here. Place of residence during a
tour of military duty or during attendance at college is NOt considered temporary and
should be entered as the place of residence of the patient on the report.



If the patient has been living in a facility where an individual usually resides for a long
period of time, such as a group home, mental institution, nursing home, penitentiary, or
hospital for the chronically ill, this facility should be entered as the place of residence.

8a. RESIDENCE—STATE

Enter the name of the State where the patient lives. This may differ from the State in her
mailing address. If the patient is not a resident of the United States, enter the name of the
country and the name of the unit of government that is the nearest equivalent of a State.

80b. RESIDENCE—COUNTY

Enter the name of the county where the patient lives.

8c. RESIDENCE—CITY, TOWN, OR LOCATION

Enter the name of the city, town, or location where the patient lives. This may differ from
the city, town, or location in her mailing address.

80. PESIDENCE—INSIDE CITY LIMITS? (Yes or no)

Enter “Yes” if the location entered in item 8¢ is incorporated and the patient’s residence
Is inside its boundaries. Otherwise, enter “No.”

8e. RESIDENCE—ZIP CODE

Enter the ZIP Code of the place where the patient lives.

These items provide data for the analysis of induced termination by residence of the
patient. This information is used with the city and county of termination to provide
information on the amount of movement occurrlnﬁ_wnhm a State or between States to
obtain an induced termination of pregnancy. This type of information is useful in
planning the location of health care facilities.

9. OF HISPANIC ORIGIN?

(Specify No or Yes—Ifyes, specify Cuban, Mexican, Puerto Rican, etc.)

O No O Yes Specify:

Check “No” or “Yes.” If “Yes” is checked, enter the specific Hispanic group as obtained
from the patient. Do not leave this item blank. The entry in this item should reflect the

response of the patient.

For the purposes of this item, “Hispanic” refers to people whose origins are from Spain,
Mexico, Puerto Rico, Cuba, or the Spanish-speaking countries of Central or South
America. Origin can be viewed as the ancestry, nationality, lineage, or country in which
the patient or her ancestors were bom before their arrival in the United States.

There is no set rule as to how many generations are to be taken into account in
determining Hispanic origin. A patient may report Hispanic origin based on the country
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of origin of a parent, grandparent, or some far-removed ancestor. The response should
reflect what the patient considers herself to be and is not based on percentages of
ancestry. Although the prompts include the major Hispanic groups of Cuban, Mexican,
and Puerto Rican, other Hispanic groups can also be identified in the space provided.

If a patient indicates that she is of multiple Hispanic origin, enter the origins as reported
(for example, Mexican-Puerto Rican).

If a patient indicates that she is Mexican American or Cuban American, enter the
Hispanic origin as stated.

This item is not a part of the Race item. A person of Hispanic origin may be of any race.
Each question, Race and Hispanic origin, should be asked independently.

Hispanics comprise the second-largest minority in this country. This item provides data to
measure differences in pregnancy outcome and variations in health care for people of
Hispanic and non-Hispanic origin. Without collection of data on persons of Hispanic
origin, it is impossible to obtain valid demographic and health information on this

important group of Americans.

Some States may wish to obtain data on other groups or may have a very small
Hispanic population. Therefore, they may opt to include a general Ancestry item on
their report instead of a specific Hispanic origin item. Instructions for the general

Ancestry item follow:

ANCESTRY—Mexican, Puerto Rican, Cuban, African, English,
Irish-German, Hmong, etc. (Specify)

Enter the ancestry as obtained from the patient. Do not leave this item blank. The entry
in this item should reflect the response of the patient.

For purposes of this item, ancestry refers to the nationality, lineage, or country in which
the patient or her ancestors were bom before their arrival in the United States. American
Indian or Alaskan Native ancestry should be entered as such.

There is no set rule as to how many generations are to be taken into account in
determining ancestry. A person may report ancestry based on the country of origin of a
parent, grandparent, or some far-removed ancestor. The response should reflect what the
patient considers hersdi to be is not based on percentages of ancestry.

Some persons may not identify with the foreign birthplace of their ancestors or with a
nationality and may report “American.” If, after clarification of the intent of this item,
the patient still feels that she is an “American,” enter “American” on the record.

If a patient indicates that she is of multiple ancestry, enter the ancestry as reported (for
example, English-Scottish-Irish, Mexican American).

If she gives a religious group—such as, Jewish, Moslem, or Protestant—ask for the
country of origin or nationality.



This item is not a part of the Race item. Both questions, Race and Ancestry, should be
asked independently. This means that for certain groups—such as Japanese, Chinese, or
Hawaiian—the entry will be the same in hoth items. The entry should be made in both
items even if it is the same. However, an entry of “Black” or “White” should never be
recorded in the ancestry item.

10. RACE

O American Indian O Black O White

0 Other (Specify)

Check the box that describes the race of the patient. The entry in this item should reflect
the response of the patient.

If the patient is not American Indian, Black, or White, check “Other” and specify the
race on the line provided.

For Asian or Pacific Islanders, enter the national origin of the patient, such as Chinese,
Japanese, Korean, Filipino, or Hawaiian.

|f the patient is of mixed race, check “Other” and enter both races or origins.

Information on race is needed to study the impact of induced terminations on the birth,
fertility, and out-of-wedlock rates of different racial groups.

11. EDUCATION (Specify only highest grade completed)
Elementary/Secondary (0-12) College (1-4 or5+)

Enter the highest number of years of regular schooling completed by the patient in either
the space for elementary/secondary school or the space for college. An entry should be
made in only one of the spaces. The other space should be left blank. Report only those
years of school that were completed. A person who enrolls in college but does not
complete one full year should not be identified with any college education in this item,

Count formal schooling. Do not include beauty, barber, trade, business, technical, or other
special schools when determining the highest grade completed.

This item is an important indicator of socioeconomic status of the patient. This informa-
tion is used for studying the effect of induced terminations on the health and fer_tility of
various educational and socioeconomic (fqrqu)s. Thus information is also useful in plan-
ning educational programs that address family planning.

12. DATE LAST NORMAL MENSES BEGAN (month, Day, Year)

Enter the exact date (month, day, and year) of the first day of the patient’s last normal
menstrual period, as obtained from the hospital or clinic record or the patient herself.

D



Enter the full name of the month— January, February, March, etc. Do not use a number or
abbreviation to designate the month.

If the exact day is unknown but the month and year are known, obtain an estimate of the
day from the patient, her physician, or the medical record. If an estimate of the date
cannot be obtained, enter the month and year only.

Enter “Unknown” if the date cannot be determined. Do not leave this item blank.

This item is used in conjunction with the date of termination to determine the length of
gestation. Gestational age is important in evaluating the effectiveness and safety of the

various termination procedures.

13. CLINICAL ESTIMATE OF GESTATION (weeks)

Enter the length of gestation as estimated by the attending physician in completed
menstrual weeks. Do not compute this information from the date last normal menses

began and date of termination. If the attendant has not done a clinical estimate of
gestation, enter “None.” Do not leave this item blank. EXCeption: For termination

procedures performed by medical (nonsurgical) methodsgestational age should be
recorded as the gestational age of the pregnancy on the actual date the i .dal dosage of

medication was given.

This item provides a check on the length of gestation as calculated from date of last
normal menses. It permits the physician to report an estimate when there is doubt as to
the accuracy ofthe length ofgestation or when date of last normal menses is unavailable

or misleading.

143-d PREVIOUS PREGNANCIES (Complete each section)

l4a-b LIVE BIRTHS
14a. Now living

Number O None

Enter the number of children bom alive to this patient who are still living at the time of
this termination. Do not include children by adoption. Check “None” if all previous

children are dead.

14b. Now dead

Number O None

Enter the number of children bom alive to this patient who are no longer living at the
time of this termination. Do not include children by adoption. Check “None” if all

previous children are still living.



l4c-d OTHER TERMINATIONS
14c. Spontaneous

Number O None

Enter the number of previous pregnancies that ended spontaneously and did not result in
a live bom infant. This should not include induced terminations. Check “None™ if the
patient has had no previous pregnancies or if all previous pregnancies ended in live bom

infants.

14d. Induced (Do not include current termination)

Number O None

Enter the number of previous induced terminations (induced abortions) that this patient
has had. Do not include this termination. Check “None” if the patient has had no
previous induced terminations;.

This informationprovides a pregnancy history and allows for insight into the use of
induced terminations to limitfamily size. Becausethis item also collectsinformation on
the number ofprevious induced terminations, itprovides some data on characteristics of
women who may need alternative methods offamily planning.

15. TYPE OF TERMINATION PROCEDURE

(Definitions of certain abortion procedures can be found in Appendix C.)

[ Suction Curettage

[ Medical (Nonsurgical), Specify Medication(s)------------------ =-memmemesseeeeenes
[ Dilation and Evacuation (D&E)

[0 Intrauterine Instillation (Saline or Prostaglandin)

[0 Sharp Curettage (D&C)

[0 Hysterotomy/Hysterectomy

[0 Other (SpeCIfy)  ===emmememmemee e

Check the hox that describes the procedure that actually terminated this pregnancy.
Check only one box. If a procedure not listed was used, check “Other” and specify.on

the line provided.

This item provides information on the frequency of specific procedures and the incidence
of terminations involving multiple procedures. When used in conjunction with length of
gestation it provides an indication of the safety, approlprlateness, and health risks of the
various termination procedures at different gestational ages.
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16. NAME OF ATTENDING PHYSICIAN (Type/Print)

Enter the full name of the attending physician. Be sure to spell it correctly and verify
correct spelling. This item is used to query for missing or additional information.

17. NAME OF PERSON COMPLETING REPORT (type/Print)

Enter the full name of the person completing this report.

This is the primary person who is queriedfor missing information on the report, although
the physician is contacted in some instances.

13



Appendixes

A. U.S. Standard Report ofInduced TerminationofPregnancy 15

B. Definitions oflive birth, fetal death, and induced termination
OFPrEGNANCY oo s 16

C. Definitions of induced abortion proCeAdUIeS s 17
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Appendix A

U.S. Standard Reportof Induced
Termination of Pregnancy

Ve

PCfIUANCMT
MACK INK
(KSTKUCTIOKS US STN\IDARD
HAMOROCK REPORT OF INDUCED TERMINATION OF PREGNANCY
1. FACILITY NAME (*not cCmic or hoxpHxl, pfv# Oddrtu) 2. CITY TOWN,ON LOCATIONOF a  COUNT. OF PREGNANCY TERMINATION
PREGNANCY TERMINATION
M errywood C linic Louisville Jefferson
4. PATIENTS IDENTIFICATION 6. AGE LAST BIRfHDAY 6. MARRIED7 7. DATE OF PREGNANCY TERMINATION

(MoMy. Day, Hi)

0o YES 0 NO
25466 23 November 20,1997
St RESIDENCE-STATE to. COUNTY tc crr. TCWN.OR location Sd. INSIDE CITY LIMITS? St TIP CODE
(tin orNo)
O hio H am ilton C incinnati [x]yes [> o <15202
9. Of HISPANIC OR10IN? 10. RACE 11, EDUCATION
(SpscKy No Of Yol - Ifyw, fspodfy on//htyiost Qftd* compMtd)

Fuor flctn. ey % E"’mwefy (t475)
Cdno Q y. 1

o oth*r (Spaclty) _

spocify: P uerto R ican

12. DATE LASTNORMAL 13. CLINICAL ESTIMATE I't PREVIOUS "REONANCIES (CompMIo aacti aoction)
MENSES SEOAN OF GESTATION
(Month. Day, Vaar) (VKWAL uvEBmma OTHER TEMINATIONS
1«t NowLMng 114b. NowDMd 140. Spontmooia ul4d. Induced
1 * (DomtfUcAtf#
September 10 weeks 1 J  thwWhnirwtfioo)
Number 1 Nurrbor Number j Number . .
5, 1997
[3 Nono [ 0 Nono 0 Non® J 0 Non*
16. TYPE OF TERMINATION PROCEDURE
(Chock on// on*)

Q Suction Curotlago
CIMedical (Nonsurgical), Specify Medlcation(s)
[CIDilation and Evacuation (D&E)

Ointra-Utarina Instillation (Saline or Prostaglandin)
C1Sharp Curettago (D&C)

1 Hysterotomy/Hystorectomy

0thor (Spoclfy)

IS, NAME o r ATTENOINQ PHYSICIAN (jyptfPtinl) 17. NAME OF PERSON COMPLETING RhPOHT (Tfpa/Prnl)

Edmund M atthew Stone, M.D. Julia Lynn Koval
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A ppendix B

Definitions of live birth, fetal death, and

induced termination of pregnancy

The follpwin? definitions are included in the 1992 revision of the Model
State Vital Statistics Act and Regulations. The definitions of five birth and
fetal death conform to the definitions adopted by the Assembly of the
World Health Organization,

Live birth—means the complete expulsion or extraction from its mother
of a product of human conception, irrespective of the duration of preg-
nancy, which, after such expulsion or extraction, breathes, or shows any
other evidence oflife, such as beating of the heart, ,oulsation of the umbili-
cal cord, or definite movement of voluntary muscles, whether or not the
umbilical cord has heen cut or the placenta is attached. Heartheats are to
be distingui; ied from transient cardiac contractions; respirations are to
be distinguished from fleeting respiratory efforts or gasps.

Important—f an infant breathes or shows any other evidence of life
after complete delivery, even though it may be only momentary, the birth
must be registered as a live birth and a death certificate must also be filed.

~ Fetal death—means death prior to the complete expulsion or extrac-
tion from its mother of a product of human conception, irrespective of the
duration of pregnancy and which is not an induced termination of preg-
nancy. The death is indicated by the fact that after such expulsion or
extraction, the fetus does not breathe or show any other evidence of life,
such as heating of the heart, pulsation of the umhbilical cord, or definite
movement of voluntary muscles. Heartbeats are to be distinguished from
transient cardiac contractions; respirations are to be distinguished from
fleeting respiratory efforts or gasps.

Induced termination ofpregnancz—means the purposeful interruption
of an intrauterine pregnancy with the intention other than to produce a
live-born infant, and which does not result in a live hirth. This definition
excludes management of prolonged retention of products of conception
following fetal death.
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Appendix C

Definitions of induced abortion procedures

Suction curetta?e SAIso known as vacuum aspiration)—In this procedure
the cervical canal Is dilated by the successive Insertion of instruments of
increasing diameter (dilators). When the cervix is sufficiently dilated, a flexible
tube (cannula) is inserted into the uterine cavity, and the fetal and placental
tissues are then removed using an electric vacuum pump.

~ Medical (Nonsurgical)—This nonsurgical procedure involves the admin-
istration of a medication or medications to induce an abortion. Medica-
tions (e.(]]., methotrexate, mifepristone, misoprostol, etc.) are used most
frequently early in the first trimester o_fpregnancg. However, some medi-
cations (e.g., p_rostagland_m suppositories, injectable prostaglandins, etc.)
may be administered during the second trimester of pregnancy to induce
abortion. Medications may be administered orally, by injection, or intra-

vaginally.

~Dilation and evacuation (D&E)}—This procedure, used most frequently
in the second trimester of pregnancy (é]_rea_ter than or equal to 13 weeks
gestation) involves opening the cervix (dilation) and primarily using sharﬁ
Instrument techniques, but also suction and other instrumentation suc
as forceps for evacuation.

Intrauterine instillation (saline or prostaglandin)—This procedure in-
volves either withdrawing a portion ofthe amniotic fluid from the uterine
cavity by a needle inserted through the abdominalwall and replacing this
fluid with a concentrated salt solution (known as saline instillation, saline
abortion, or saline amniotic fluid exchange) or injecting a prostaglandin—a
substance with hormone-like activity—into the uterine cavity through a
needle inserted through the abdominal wall (known as intrauterine pros-
taglandin instillation). The saline instillation process induces labor, which
results in the expulsion of the fetus approximately 24 to 48 hours later.
The interval between prostaglandin, injection and expulsion tends to be
shorter than in a saline abortion.

Sharp curettage (D&C) (Also known as dilatation and curettage, D&C,
or surgical curettage)—This procedure involves the dilation ofthe cervix as
in the suction curettage procedure, although usually to a larger diameter.
The fetal and placental tissues are then removed with a sharp curette.
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Hysterotomy/Hysterectomy—Hysterotomy involves surgical entry into
the uterus to remove a fetus. Hysterotomy is usually performed only if
other abortion procedures fail or if other abortion procedures are not
appropriate. Hysterectomy is a procedure in which the uterus is removed
(with the fetus inside). It is usual!k/) p,'formed only when a pathological
condition of the uterus, such as fibroid tumors, warrants its removal or

when a woman desires sterilization.

All definitions, except for D&E, are from Legalized Abortion and the
Public Health (Institute of Medicine, 1975). The definition of D&E is based
on NCHS consultation with the Center for Health Promotion and Educa-
tion, Centers for Disease Control and Prevention.

All other procedures should he shown as “Other” and the specific
procedure listed. This category includes procedures using a combination
ofagents, such as urea and prostaglandin, prostaglandin and oxytocin, or
prostaglandin and saline.
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For a list of reports published by the National Center for
Health Statistics contact:

Data Dissemination Branch

National Center for Health Statistics
Centers for Disease Control and Prevention
6525 Belcrest Road, Room 1064
Hyattsville, MD 20782-2003

(301) 436-8500

Internet: www.cdc.gov/nchswww/


http://www.cdc.gov/nchswww/

4124/01
To the Alaska State Legislature:

[ strongly support HB 160. All other physicians in Alaska must provide the statistics of
their medical practice. In 48 of the other 49 United States, abortion providers must
provide the statistics of their practices. Physician accountability is a crucial element in
keeping high the national standards of medical care and health. Itis important for all
Alaskan medical providers to participate in providing the statistics of their practices. The
passage of HB 160 moves us toward this end.

Please support HB 160.

Thank you,

Susan Yanish

508 Monroe Street

Fairbanks, Alaska 99701

907-456-2488



