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Objectives:

· Learn briefly about the history of the abortion rights movement in the U.S. and Washington state, particularly from 1980 to the present.

· Learn about the various kinds of abortion currently offered in Washington and why a woman might want to choose one over another.

· Learn about current political issues involving abortion in Washington state.

· Learn about the social and cultural issues surrounding abortion rights, particularly in terms of minors and women of color.
History of the Abortion Rights Movement

1965: 
The U.S. Supreme Court invalidates a Connecticut law that prohibits contraceptive use on the grounds that the law violates the constitutional right to marital privacy.

1972: 
The Court invalidates a law prohibiting distribution of contraceptives to unmarried people, extending the right to privacy to both married and unmarried people.
1973: 
Roe v. Wade rules that women, in consultation with their physician, have a constitutionally protected right to have an abortion in the early stages of pregnancy--that is, before viability--free from government interference. It is based upon the right to privacy, which is not one of the rights set forth in the Bill of Rights.
1976: 
The Court states that in some circumstances a state can require a minor woman to have parental consent before obtaining an abortion.

1977: 
The Court invalidates a New York law which prohibited the sale or distribution of contraceptives to minors.

1980: 
The Court upholds the Hyde Amendment, which prohibits the use of federal funds for abortions not necessary to preserve a woman’s life. In the same vote, the Court upheld an Illinois statute prohibiting the use of state funds for abortions not necessary to preserve a woman’s life. 

1988: 
Mifepristone (RU-486) becomes available to terminate pregnancies in France.

1989: 
Bush administration pressures the FDA to ban importation of mifepristone for personal use.
1992: 
Planned Parenthood v. Casey upholds women’s right to abortion, but gives states the right to enact restrictions that do not create an “undue burden” for women seeking abortion. Common restrictions include parental involvement requirements, mandatory counseling and waiting periods, and limitations on public funding via Medicaid or other programs.

1994: 
Two votes affecting abortion clinics. The first ruled that NOW and a group of women’s health centers could sue pro-life activists under racketeering laws. The second created a buffer zone outside the entrance to a reproductive health clinic and prohibited protesters from making noise that could be heard by patients inside the clinic or having signs or images visible to patients inside the clinic.

1996: 
Mifepristone tentatively approved by the FDA as an alternative to surgical abortion. Almost immediately, however, the European manufacturer cancels its contract with the Population Council, indefinitely delaying mifepristone’s entry into the U.S.

1996:
The toll-free emergency contraception hotline (1-888-NOT-2-LATE) provides information on emergency contraception and referrals to physicians and pharmacists who can provide the drug.

1997: 
Mazurek v. Armstrong holds that “physician-only” laws, which prohibit nurse practitioners and physician assistants from performing abortions, are constitutional.

1999:
Washington state completes a project enabling women to receive emergency contraception directly from pharmacists without a doctor’s prescription. The 16 month program is estimated to have prevented 700 unplanned pregnancies and 350 abortions.

2000: 
Stenberg v. Carhart addresses issues of partial-birth abortion. Nebraska had a law making this a criminal act; the Supreme Court found this unconstitutional because there was no exception to protect the woman’s health, and was written so broadly that it banned other procedures as well.
2000: 
FDA issues final approval of mifepristone for early non-surgical abortion. Various members of Congress introduce legislation to limit the number and kind of providers who can prescribe mifepristone.
Kinds of Abortion

	Spontaneous abortion (“miscarriage”)
	Expulsion of fetus and placenta. Can be complete or incomplete (requiring D&C to avoid risk of infection from retained tissue). If there is bleeding but no cervical dilation, this is known as a threatened abortion; if there is bleeding and dilation, it is called an inevitable abortion.

	Surgical abortion
	An abortion performed with surgical tools, such as cervical dilators and manual or electrical vacuum devices to remove fetal and placental tissues. Generally takes about 15 minutes. In Washington state, legal up to 24 weeks gestation.

	Medical abortion (“non-surgical” abortion)
	An abortion performed using medicines which stop the pregnancy from developing and then allow the uterus to expel the fetal and placental tissues. Generally takes 48-72 hours. Mifepristone or “RU-486” is one example of such a medicine; others include methotrexate and misoprostol.

	Herbal abortion
	An abortion performed using herbs, usually drunk in teas or extracts. The herbs used are generally ones thought to help “bring on a late period,” e.g. to induce vaginal bleeding. Since there have been no controlled studies, there are no exact recipes and injuries and deaths have occurred.

	“Partial-birth” abortion
	Virtually impossible to define legally or medically, but in common usage. Generally an anti-choice term for a late trimester abortion procedure called “intact dilation and extraction” or D&X, in which the fetus is partially removed from the uterus, an instrument is used to collapse the skull (the largest part of the body), and then the skull is removed as a last step. Accounts for about 0.03 – 0.05% of all abortions, and generally performed at 20-24 weeks of gestation.


Surgical Abortion

At AWHC, a visit begins with decision counseling to ensure that the woman's decision is her own and that she is an appropriate candidate for a surgical abortion. Also included in the visit is a discussion of informed consent, confidentiality, surgical and medical abortions, patient health history, and a physical assessment including a vaginal ultrasound and lab work. The woman may have friends or family with her during the counseling, the procedure, or both. She selects from various options for anesthesia and is given instructions on how to take care of herself during the weeks following the abortion, and how to contact the clinic if an emergency arises. The counselor also discusses birth control with the woman and offers her various contraceptive options to use beginning as soon as she completes the abortion.
In the procedure room, the woman undresses from the waist down and puts a paper drape over her lower body. The doctor, a surgical assistant, and the woman’s decision counselor enter together and the counselor introduces the doctor and assistant. While the doctor and assistant give the woman any necessary injected medications and set up their equipment, the counselor helps the woman focus on relaxing and preparing herself for the abortion.
The doctor performs a pelvic exam to determine where to place the instruments. A local injection numbs the cervix, and it is gently stretched open to about the width of a pen. A hollow tube is placed into the uterus through the cervix, and suction is used to empty the uterus. The suction can be a manual syringe or an electric vacuum pump. After the uterus is empty, the doctor removes all the instruments and makes sure the woman is not bleeding heavily. The abortion procedure takes about 10 minutes from the time the doctor first sits down to the time the instruments are removed.

The woman usually feels able to get dressed after 5 or 10 minutes. She then goes to a larger room where she can rest on a couch, get juice and crackers, use a heating pad to alleviate cramping, and have her blood pressure and pulse checked for stability. She stays there usually about 30 minutes, until health workers are sure she is stable and comfortable, and able to go home. Most women want to rest for a day or two after an abortion, but it is not rare for a woman to return to work the next day.

Three to six weeks after the abortion, the woman returns for a checkup to make sure that she has no infections and has healed completely. She is again asked how she feels about her decision, and counseling is offered if she wants. Birth control options are reviewed again, as are annual exam records.
Abortion Safety

Less than 1 in 100 abortion patients experience a major complication (infection, uncontrolled bleeding, uterine perforation). The risk of death from abortion is about 1/10 the risk of death from childbirth. Earlier abortions are safer than later ones, with 1 death per 530,000 abortions at 8 weeks or less to 1 per 17,000 at 16-20 weeks, and 1 per 6,000 at 21 weeks. Significantly, teenagers are more at risk than older women, because they often have an abortion later in pregnancy when the risks are greater.
Incidence of abortion

Half of all U.S. pregnancies are unintentional, and ½ of these (about 1.43 million) are terminated by abortion. The highest number was in 1990, when an estimated 1.61 million abortions were performed. By the time a woman is 45, she has a 43% chance of having had at least one abortion.
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Number of abortions per 1,000 women aged 15-44, by year
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The fall in the abortion rate up until 1995 probably resulted in large part from more effective contraceptive use among teenagers.
Medical Abortion

Earlier abortion: medical abortion can be started as soon as a pregnancy is confirmed (usually around 5 weeks gestation, or about 1 week after a woman misses a period). Ultrasound at that point in time will show a black “gestational sac” inside the uterus with a small oval or irregularly shaped white “yolk sac” within that. No cardiac activity is visible (although it does begin around 4-5 weeks). 

Mifepristone, or RU-486, was first approved for early abortions in France in 1988. Since then, 600,000 women have had safe medical abortions in Europe and Asia using this drug.

The FDA approved mifepristone (RU-486) in September of 2000, hoping that family-practice physicians would begin prescribing it to women who would then complete the abortion in their own homes, increasing women’s access to abortion and defusing the abortion debate by making it more unclear which clinics were assisting women with abortion. This turned out not to be the case. Medically speaking, doctors were reluctant to begin an abortion if they did not have the skills, equipment, training, and assistants they might need to handle any complications or incomplete procedures that might occur. Heavy bleeding, which is normal after a medical abortion but may be perceived as an emergency, adds an extra burden to on-call staff. Additionally, early pregnancies cannot be confirmed by a doctor’s pelvic exam, but require expensive ultrasound machines which many family practice doctors did not own. Because of this and because anti-abortion activists immediately made it clear that they would target family-practice doctors who prescribed mifepristone, most general physicians were unwilling to step forward.

Medical abortion is slower and more complicated than surgical abortion. It requires at least two visits. At the first visit, health workers confirm pregnancy, educate the woman, and give her the drug which stops the pregnancy, which she can take at the clinic or at home. 48 hours later, she takes a second drug which causes the uterine muscles to cramp and expel the pregnancy tissue, causing heavy bleeding and often side effects such as headache, dizziness, chills, nausea, vomiting and diarrhea. One week later, she must return to the clinic for a followup exam to confirm that the pregnancy has terminated. If it hasn’t completed, she needs to come back for another visit in another week. If the pregnancy is still in the uterus, she must schedule a surgical abortion.

In the US, working women often don’t have the ability to take time off due to heavy bleeding and unpredictable cramping. Surgical abortion, which is completed in about 20 minutes, is still the preferred choice for these women. However, some women feel strongly that medical abortion is more “natural,” more private, and less traumatic.

Contraception Politics

Failure Rates by Contraceptive Method
	Method
	Perfect use
	Average use

	No method
	85.0
	85.0

	Spermicide
	6.0
	30.0

	Withdrawal
	4.0
	24.0

	Periodic abstinence
	9.0
	19.0

	Cervical cap
	9.0; 26.0*
	18.0

	Diaphragm
	6.0
	18.0

	Condom
	3.0
	16.0

	Pill
	0.1
	6.0

	IUD
	0.8
	4.0

	Tubal sterilization
	0.5
	0.5

	Injectable (Lunelle, Depo-Provera)
	0.3
	0.4

	Vasectomy
	0.1
	0.2

	Implant
	0.05
	0.05


*9% for nulliparous women; 26% for parous women.

Emergency Contraception Pills (ECPs) and Early Abortion (RU 486)

The line between contraception and abortion is often blurred, intentionally and unintentionally, in the course of policy discussions on emergency contraception (ECPs) and the early abortion option mifepristone, commonly known as RU 486. But the distinction between the two is important; even more so as anti-choice lawmakers move to restrict women's access to these and other reproductive health services. 
The chart below sets out the basic distinction between these two very different drugs.
	
	EMERGENCY CONTRACEPTIVE PILLS or ECPs
	MIFEPRISTONE/RU 486

	Function
	Prevents a pregnancy after intercourse by inhibiting fertilization or implantation.
	Terminates a pregnancy.


	Time Frame 


	Effective if taken within 72 hours of unprotected intercourse.
	Approved by FDA to terminate pregnancies of up to seven weeks in duration.

	Brand Name
	Preven or Plan B
	Mifeprex



	Contents
	Consists of high-dose birth control pills.
	Consists of the drug mifepristone, which is taken in combination with another drug, misoprostol.



	FDA Safety

Ruling


	FDA approved as safe and effective for pregnancy prevention after intercourse.


	FDA approved as safe and effective for pregnancy termination.



	AMA Resolution
	The American Medical Association (AMA) passed a resolution and women’s groups have joined in calling for ECPs to be available for over the counter use.


	No resolution calling for over the counter distribution of mifepristone or other abortion-inducing drugs.



Current Abortion Politics

National

Title X of the Public Health Service Act: established 1970 to provide family planning and preventive health screening services. Includes contraception, infertility management, prenatal counseling, STD treatment and education, and family planning for adolescents. Recipients are 85% low-income, 97% poor, 60% under 25 years of age. Funds cannot be used to provide abortions. In 1988, a “Gag Rule” was imposed which prohibited Title X clinics from providing counseling or referrals for abortions, or engaging in activities that “promote or encourage” abortion. In 1991, the Supreme Court upheld the Gag Rule. In 1993, it was suspended by President Clinton and officially revoked in 2000. However, clinics that provide abortion services must still separate Title X funds from those used for abortion-related activities. 

Unborn Victims of Violence Act: HR 503/S 480 would amend the federal criminal code to create a separate offense if a defendant causes the death of, or bodily injury to, an "unborn child" during the commission of a federal crime. First legislation to consider a fetus, or even a fertilized egg, an independent victim for purposes of federal law. If a fetus were later deemed to be entitled to the same legal protections as a woman, it would be impossible to obtain an abortion without violating the fetus’ rights.

Child Custody Protection Act: CCPA would prohibit anyone other than a parent from accompanying a young woman across state lines for an abortion without complying with the home state’s parental abortion law. May isolate young women from responsible adult guidance and support by non-parental figures; may endanger women who cannot turn to parents for help in a pregnancy. May delay a woman’s abortion by a number of weeks, increasing the risk of death or major complications.
Partial-Birth Abortion Ban Act: ruled unconstitutional in 2000 by the U.S. Supreme Court because it lacks an exception to protect a woman’s health and bans more than one procedure. 
State

Midlevel Providers (ARNPs and PAs). Washington state has a “physician-only” law, which allows NPs and PAs to counsel patients, perform ultrasounds, and review medical histories, but not to actually administer the mifepristone. Physician-only laws were generally enacted before medical abortion was an option; many providers feel that midlevel clinicians, whose education emphasizes communication with patients and clinical assessment, are just as qualified as physicians to provide medical abortion.
	Bill
	Description
	Outcome

	WA SB 6537
	Emergency contraception for rape survivors. Requires hospitals that provide emergency care to sexual assault survivors to offer to provide EC.
	Passed and signed by governor.

	WA HB 2680
	States that no health plan may be required to cover contraception.
	Died at close of legislative session.

	WA HB 2865
	Includes accessible family planning among the goals to guide cities and counties in creating growth management plans.
	Died at close of legislative session.

	WA SB 6506
	Directs all public schools providing sexuality or abstinence education to provide only "medically and factually accurate" information.
	Died at close of the legislative session.

	WA SB 5985 (2001)
	Parental Notification and Consent of Abortion act. No physician may perform an abortion on a minor until 48 hours after actual notification and consent have been given to one parent.
	Died in committee.

	WA SB 5186 (2001)
	Expands public funding for to family planning services to women whose incomes are up to 200 percent of the federal poverty level.
	Died at close of legislative session.

	WA SB 5416 (2001)
	Requires pregnant woman's primary health care provider to screen for nonprescription use of controlled substances while pregnant; convey findings to the infant's primary health care provider; inform a woman that if her infant is born drug affected she can have a tubal ligation at no cost to her within 6 months following the birth if she is eligible for support and how to access appropriate drug dependency treatments.
	Died at close of the legislative session.

	WA HB 1929
	Creates the "Born Alive Infants Protection Act of 2001." Provides that any infant who is born alive at any stage of development shall be included in the meanings of the words child, person, individual, and human being when determining the meaning of application of state law.
	Died at close of the legislative session.


Abortion and Poor Women

Welfare Reform Legislation: Expires 9/30/02 – reauthorization process promises to open up new debates on out-of-wedlock births, abstinence education, and marriage promotion.

Hyde Amendment, sponsored by Henry Hyde (R-IL) in 1977, eliminated federal funding for abortion except when necessary to save the woman’s life. In Washington, the state voluntarily provides coverage for all “medically necessary” abortions. In 15 other states, lawsuits have been brought to mandate coverage. In 6 states, lawsuits have been unsuccessful and funding is still not provided by law. 14% of all abortions in the US are paid for with state funds (not federal).
Abortion and Minors

Recent decline in teen birthrates are attributable to reductions in pregnancy rates – due to more teenagers choosing abstinence (25%) and improved contraceptive use among sexually active teens (75%). This is true across all ages and ethnic groups. However teen pregnancy and birth rates are still higher than in other Western countries (twice Canada, four times Sweden). US teens are less likely to use contraception than in GB, Canada, France or Sweden, and less likely to use hormonal methods such as the Pill, Depo-Provera, or Lunelle, which are more effective. Also, US teens who do get pregnant are less likely to choose an abortion than teens in the other 4 countries.
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Attitudes in Europe are more accepting of teen sexual expression, but there is also a strong expectation that sexual intercourse will take place within committed relationships, and that the couple will take action to protect each other from pregnancy and STDs. In contrast, in the US adults often feel that the very fact that teens are having sex is “the problem,” and that having sex is tantamount to becoming pregnant (the “You pay, you play” ideology). 
Access to family planning is free or at low cost to teens in Europe.

In the US, many teens can’t get birth control or can’t get it confidentially. Teens who seek contraception at family-planning clinics, which are not as “mainstream,” may feel that what they’re doing is wrong.

Because of difficulty accessing family planning and abortion services, teenagers are more likely to delay getting an abortion until after 16 weeks of pregnancy, which significantly increases their risk of having complications such as infection or heavy bleeding.

• The proportion of women aged 15-44 practicing contraception rose from 56% in 1982 to 64% in 1995. 

• 76% of women used a contraceptive at first intercourse in the 1990s, compared with 50% before 1980. By 1995, use at first intercourse reached 78%, with 2/3 of it condom use.

• Of the 2.7 million teenage women who use contraceptives, 44%--more than 1 million women--rely on the pill, followed by the condom (38%). About 10% rely on the injectable, 4% on withdrawal and 3% on the implant.

• The pill is the method most widely used by women in their 20s. 

• More than one-third (37%) of teenage women using contraceptives choose condoms as their primary method. Condom use declines as women grow older and marry. 

• Of the 9.8 million women using barrier contraceptives such as the male condom, the female condom and the diaphragm, one-third report not using their method every time they have intercourse.

• The majority of unintended pregnancies among contraceptive users result from inconsistent or incorrect use. 

• Teenagers are less likely than older women to practice contraception without interruption over the course of a year, and more likely to practice contraception sporadically or not at all.

• A sexually active teenager who does not use contraceptives has a 90% chance of becoming pregnant within one year. 

• In 1995, the first year national data were collected on the injectable and the implant, women younger than 24 were the age-group most likely to rely on those methods. Among women aged 15-17, for example, 15% were using the injectable and 4% were relying on the implant. 

• In a single act of unprotected sex with an infected partner, a teenage woman has a 1% risk of acquiring HIV, a 30% risk of getting genital herpes and a 50% chance of contracting gonorrhea.

• Every year 3 million teens--about 1 in 4 sexually experienced teens--acquire an STD.
The Numbers

· There are 10 million women aged 15-19 in the United States.

· About half of them are sexually active (5 million).

· 90% of them use contraception, though not always consistently or correctly, leaving 10% using no method (500,000).

· A sexually active teenager who doesn’t use contraception has a 90% chance of becoming pregnant within one year (450,000 pregnancies).

· About 15% of these 450,000 pregnant women will miscarry, leaving 382,500 pregnant teenagers to make a decision about their pregnancies.

· 78% of these 450,000 pregnancies are unplanned (351,000).

· 56% of teen pregnancies result in births (214,200) while 30% end in abortion (114,750).
· 33% of teenage mothers do not get adequate prenatal care (126,225), which increases a baby’s risk for health problems, hospitalization, and low birthweight.

· 25% of teenage mothers will have a second child within 2 years of their first (53,550).

Abortion and Non-Anglo Women

Indian Health Services, administered by the Department of Health and Human Services, are banned from using Medicare or Medicaid funds except in cases of life endangerment, rape, or incest. 
Language barriers hinder access to reproductive health care. 26% of Latinos and 22% of Asian Americans who do not speak English as a first language need an interpreter when obtaining health care. 96% of Spanish-speaking women prefer to be seen by a Spanish-speaking provider. 
Cultural expectations present unique challenges. A health care worker may ask an Asian woman’s daughter to translate for her, not realizing that the mother may be very embarrassed to have to talk about her sexual history through her daughter. A male family member may be asked to translate for a woman whose culture holds that this is inappropriate. Many patients who speak English poorly or not at all may be unaware that they have the right to translation services.

Maternal mortality rates and infant mortality rates are higher among people of color than whites. Additionally, rates of STDs such as Chlamydia are higher in communities of color. Chlamydia, although preventable by condom usage and curable by antibiotics, is the leading cause of infertility among women, and can also cause neonatal illnesses such as conjunctivitis and pneumonia. Causes of these higher mortality rates for women include socioeconomic status, health insurance coverage, and quality of care, as well as language and legal barriers, particularly for immigrant women. For infants, mortality rates increase due to a variety of factors including young maternal age, high birth order, less education, and less prenatal care.
Decline in Abortion Providers in the U.S.
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18% of all U.S. women of reproductive age live in nonmetropolitan counties. 95% of these counties have no abortion services. However, 28% of the 320 metropolitan areas of the U.S. have no known abortion providers either. In Washington state, the number of abortion providers has fallen from 95 in 1982 to 65 in 1992 to 57 in 1996.
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Appendix: Fetal Development Up To Viability (24-28 weeks)

Health workers calculate gestational age based on the first day of the woman’s last menstrual period. Generally speaking, this will be about 12-15 days before the act of intercourse which leads to the conception of a child. In other words, a woman who knows she got pregnant three weeks ago because she missed her period last week is considered to be five weeks pregnant. 
Once sperm is deposited in the vagina, it travels through the cervix and into the Fallopian tubes. Conception usually takes place in the outer third of the Fallopian tube. A single sperm penetrates that egg and a joining of the genetic information occurs. This resulting single cell is called a zygote. 

The zygote spends the next few days traveling down the Fallopian tube and rapidly multiplying the number of cells through division. A ball of cells results from the cell division, each with a copy of the genes that will become the fetus. This becomes an outer shell of cells with an attached inner group of cells. The outer group of cells become the membranes that nourish and protect the inner group of cells which becomes that fetus. 

Between the 7th and 9th day after conception (gestational age 3 weeks), the cells implant in the uterus. At this point in the mother’s menstrual cycle the lining of the uterus has grown, is highly vascular, and ready to support a fetus. However, up to 55% of zygotes never reach this phase of growth. 

The embryonic stage begins on the 15th day after conception (gestational age 4 weeks) and continues until about 10 weeks GA, or until the embryo is 1.2 inches in length. During this period the cells of the embryo are not only multiplying, but they are taking on specific functions. There is rapid growth and the main external features begin to take form. It is during this critical period of differentiation (most of the first trimester) that the growing fetus is most susceptible to damage from external sources including:

Specific changes by week for the embryonic stage (dated by gestational age): 

· Week 3 

· formation of the heart 

· beginning development of the brain and spinal cord 

· beginning of the gastrointestinal tract 

· Weeks 4 to 5 

· formation of the tissue that develops into the vertebra 

· beginning of the structures of the ear and eye
· further development of the heart which now beats at a regular rhythm 

· arm and leg buds are visible with hand and foot pads 

· Week 6 

· further development of the brain 

· upper and lower jaws are recognizable and ears are developing 

· arms and legs have lengthened; hands and feet have digits, but may still be webbed 

· tail is receding and heart is almost fully developed 

· Week 7 

· head is more rounded 

· eyes move forward on the face 

· tongue begins to form 

· all essential organs have, at least, begun to form 

· Week 8 

· the embryo now resembles a human 

· beginnings of external genitalia form 

· long bones begin to form 

· At this point the embryo is developed enough to call a fetus. All organs and structures found in a full-term newborn are present. The period of fetal development is a time of growth and further development of those structures that differentiated during the embryonic period.
· Weeks 9 to 12 (end of first trimester of pregnancy) 
· the fetus reaches a length of 3.2 inches

· the face is well formed

· genitals appear well differentiated

· fetal heart tones are heard with electronic devices

· Weeks 13 to 16
· the fetus reaches a length of about 6 inches 
· the fetus makes active movements 
· sucking motions are made with the mouth 
· lungs further develop 
· Week 20 

· the fetus reaches a length of 8 inches 

· the fetus is more active with increased muscle development 

· the quickening usually occurs (where the mother feels the fetus moving) 

· fetal heartbeat can be heard with a stethoscope 

· Week 24 (end of second trimester of pregnancy) 

· the fetus reaches a length of 11.2 inches 

· the fetus weighs about 1 lb. 10 oz. 

· the fetus has a hand and startle reflex 

· alveoli forming in lungs 

