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Resume  

USA har en forholdsvis høj abortrate sammenlignet med andre industrialiserede lande, men den har 

været kraftigt faldende siden 1990erne. Dette speciale ”Den amerikanske abortrate siden 1990erne” 

undersøger hvilke faktorer, der ligger til grund for den faldende abortrate siden 1990erne.  

 

Først og fremmest klarlægger specialet, hvilke karakteristika, der kendetegner størstedelen af de 

kvinder, der får foretaget aborter i USA. Det konkluderes her, at kvinder mellem 20 og 30 år, der er 

fattige og tilhører den afroamerikanske og spanske del af befolkningen, er de befolkningsgrupper 

der får foretaget størstedelen af det samlede antal aborter i USA. 

 

Dernæst søger specialet at afdække, hvilke faktorer, der kan have haft en indvirkning på kvinders 

valg om at få foretaget en abort. Her undersøges det om nationale og statslige love, eventuelt kunne 

have haft en indvirkning på den faldende abortrate, da mange af disse love er blevet vedtaget for at 

begrænse antallet af aborter ved at indføre restriktioner for, hvornår kvinder kan få foretaget en 

abort. Herefter undersøges det om folks holdning til abort kan have haft en indvirkning i den 

enkeltes valg af abort. Det er dog tvivlsomt om den offentlige mening kan have haft en indflydelse 

på den faldende abortrate i USA. For det tredje behandler specialet spørgsmålet om, hvorvidt 

seksualundervisning, der har afholdenhed som hovedtema, har kunnet påvirke teenageres seksuelle 

adfærd og dermed haft en nedadgående effekt på abortraten. Der er dog intet, der tyder på denne 

påvirkning. Derimod viser flere undersøgelser, at seksualundervisning, der omhandler både seksuel 

afholdenhed og brug af prævention, har haft en indvirkning på abortraten. Dernæst bliver det 

undersøgt, om det faldende antal abortklinikker og omkostningerne ved at få foretaget en abort har 

haft en indvirkning på antallet af aborter. Undersøgelser viser, at der muligvis kan være 

sammenhæng mellem antallet af abortklinikker og antallet af aborter. Dog spiller omkostningerne 

for en abort en mindre rolle, da undersøgelser viser, at de kvinder, der har brug for en abort, i de 

fleste tilfælde, finder midlerne til det. Endvidere behandles spørgsmålet om betydningen af kvinders 

indtræden på arbejdsmarkedet og om dette kan have været medvirkende til den nedadgående 

abortrate. Der er dog ikke noget, der tyder på dette.  

 

Den sidste faktor, der bliver undersøgt, er brugen af prævention og om amerikanerne er blevet bedre 

til at beskytte sig. Specialet konkluderer, at den faktor, der har haft den største indvirkning på den 

faldende abortrate er det øgede forbrug af prævention blandt befolkningen. Dertil kommer, at 



befolkningen bruger mere effektive præventionsmidler såsom p-pillen, der beskytter bedre mod 

uønskede graviditeter. Det præventionsmiddel, der dog har haft den største indvirkning på 

abortraten er dog fortrydelsespillen. Eksperter mener, at fortrydelsespillen har nedbragt abortraten 

med 43 procent mellem 1994 og 2000, og spår således at den vil komme til at have en endnu større 

indvirkning på abortraten i fremtiden.  
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1. Introduction 

Abortion in the U.S. has been a highly debated subject before, during and after the Supreme Court 

decision to legalise it in 1973. Before this time many women had no choice but to carry an 

unwanted pregnancy to term and have children they did not intend. Others simply chose to have a 

clandestine abortion which caused the life of many women as these abortions were often performed 

by individuals with no medical training.   

 

In 1971, two Texas lawyers decided to challenge that state‟s abortion law before the U.S. Supreme 

Court in the case known as Roe v. Wade.  The court ruled in favour of Roe and, thereby, recognised 

a woman‟s right to abortion. The Roe decision laid the ground for the U.S. abortion politics as we 

know it today, but the decision has been continuously challenged by various pro-life groups, who 

have been successful in introducing state laws that restrict and limit the number of abortions.  

 

While abortion remain legal, women‟s access to abortion has diminished greatly in recent years due 

to legal restrictions both at the state and national levels. Whereas earlier decades allowed a woman 

to make the decision to have an abortion in consultation with her doctor, that role is increasingly 

being taken up by politicians who are trying to restrict abortions through federal and state laws. The 

question of whether or not these laws have had an effect on the abortion rate is difficult to say, but 

they have made it more difficult for women seeking an abortion.  

 

The reasons behind the falling abortion in the U.S., is an issue that pro-choice and pro-life activists 

cannot agree on. Pro-life activists often argue that abstinence before marriage is the reason for the 

falling abortion rate, at least among teenagers. In the early 1980s, the U.S. government began to 

fund programmes that supported abstinence education in American schools. The funding of these 

programmes was an attempt to try and reduce the rising teenage pregnancy rate. Not everybody 

agree to the success of these programmes and opponents of abstinence-only education are now 

calling on the new president and Congress to end federal funding and instead support a more 

comprehensive approach to sex education.  

 

Pro-choice activists, on the other hand, argue that increased use of contraception is the main reason 

behind the falling abortion rate. Not least the use of more effective contraceptive methods as well as 

emergency contraception has contributed to the falling abortion rate. Further, Secretary of State 
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Hillary Clinton agree that the “most effective way to prevent unintended pregnancy and reduce 

abortions is to improve access to safe, affordable, and effective contraceptive methods”.  

 

Although, few Americans share the views of pro-choice and pro-life activists, the public debate 

surrounding abortions in the U.S., seems to be defined by these two groups of abortion activists. 

Most Americans, on the other hand, are seeking the middle ground in the debate and support 

women‟s right to abortion in certain circumstances. And most Americans agree with former 

President Clinton in that abortions should be „safe, legal and rare‟. 
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2. Problem statement 

When legalised in 1973, the number of abortions performed in the U.S. increased substantially as 

women could now terminate their pregnancy legally. Before this time, it is difficult to determine 

just how many women had illegal abortions, but estimations shows that about 829,000 women had 

an illegal abortion in 1967 – only a few years before Roe v. Wade was handed down (Gold, 2003: 

8). After Roe, “the majority of the increase was attributable to the replacement of uncounted illegal 

abortions with legal procedures, which became available as increasing numbers of hospitals and 

freestanding clinics initiated services in all parts of the country” (Hewshaw and Kost, 2008). 

Further, the increase in abortion might also be partially due to better statistics, as there were no 

means to gather data on abortion rates pre-Roe.  

 

From its legalisation and up through the 1970s, the abortion rate continued to increase and reached 

a stable high during the beginning of the 1980s. From then on, the abortion rate began to fall as did 

the number of abortions in the U.S. By 1985, the number of abortions performed in the U.S. reached 

almost 1.6 million – a number which fell to 1.22 million by 2004, despite the fact that the U.S. 

population had grown (Hewshaw and Kost, 2008).  

 

Which variables might have had an influence on this fall, has been, and still is, widely discussed 

among various groups of abortion proponents and abortion opponents. Opponents of women‟s right 

to abortion will argue that abstinence from sexual intercourse until marriage has been the main 

reason for the fall in the abortion rate whereas proponents of women‟s right to abortion will argue 

that variables such as the use of contraception and women‟s accessibility of abortion services have 

been the main reasons for the fall in the abortion rate.  

 

Another reason for the falling abortion rate could reside in people‟s attitude towards abortion and 

having children outside marriage. That is, if people‟s attitude towards abortion has changed, this 

could have had an effect on the abortion rate. Likewise, if there has been an increased social 

acceptance of motherhood outside marriage, more women might chose childbirth over abortion 

which might also have caused a change in the abortion rate.  

 

I will examine these variables and others to determine which have been the main reasons for the fall 

in the abortion rate since the mid-1990s, and my research question will, therefore, be:  
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What variables have caused a change in the falling abortion rate in the U.S. since the 1990s? 

 

 

2.1 Method and limitations 

This thesis has drawn upon structural approaches in order to determine which institutions have had 

an influence on the falling abortion rate. The emphasis is not on women as individuals, but rather on 

social forces that has determined individual decisions. This approach/theory is derived from Emile 

Durkheim‟s work Suicide in which he discusses the influence of social integration on human 

behaviour. Social integration promotes the perception that people are part of a larger social whole 

with a shared set of norms, values and beliefs. Social integration should then be viewed as a term 

used to describe the social links that attach individuals to social groups and, thereby, influence or 

constrain individual behaviour (Thorlindsson, Bergburg, 2004: 271).  

  

However, the thesis also considers supply and demand factors. This approach is drawn from 

economics and seeks to explain the relationship between the number of abortions performed in 

relation to the supply and demand for abortions. The supply of abortions is dependent on for 

example the number of abortion providers – if there are less providers, they can perform less 

abortions and supply of abortions will then decrease. The demand for abortions can be influenced 

by emergency contraception – if women‟s use of emergency contraception increases, women will 

have less demand for abortion. Therefore, less supply of abortions and less demand for abortions 

could then have caused a decrease in the abortion rate.  

 

Throughout the thesis, the abortion rate rather than the number and percentage of abortions in the 

U.S. will be used, as the number and percentage of abortions is influenced by the number of women 

in the U.S. population. The abortion rate, which is calculated on the basis of the number of 

abortions among every 1,000 women between 15 and 44 in the U.S., therefore, reflects the change 

in abortions more accurately as the abortion rate is not influenced if a particular age group increase 

or decrease. 

 

Although, it can be difficult to find information that is strictly non-partisan, I have had to rely on 

sources that claim to be objective in their approach to the subject. Therefore, the main source of 

information for this paper has been retrieved from the Alan Guttmacher Institute, AGI, as AGI 
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seems to be the most reliable source of information in regard to reproductive health. AGI strives to 

provide “reliable, balanced, nonpartisan information on sexual activity, contraception, abortion 

and childbearing” (AGI, 2009).  

 

Other sources of information will come from among others, the Heritage Foundation, which is a 

conservative public policy institute. Especially Robert Rector‟s, Senior Research Fellow at the 

institute, research on abstinence will be used in the chapter on abstinence education, as he is one of 

the strongest supporters and researchers of abstinence education. 

 

The thesis will mainly focus on the abortion rate from the 1990s onwards, however, when 

examining people‟s changing attitudes in chapter four, it was necessary to go back to the 1980s in 

order to establish whether there had been a shift in people‟s attitude towards abortion.  
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3. Characteristics of women having abortions in the U.S. 

According to a study by the Alan Guttmacher Institute, “...the typical woman having an abortion is 

between the ages of 20 and 30, has never married, has had a previous birth, lives in a metropolitan 

area, and is economically disadvantaged and Christian. However, women who have abortions are 

diverse, and unintended pregnancy leading to abortion is common in all population subgroups” 

(Jones, Darroch, Henshaw, 2002: 232). In the following I will examine some of these claims such as 

age and pregnancy rate, income and race, to identify the characteristics of women having abortions 

in the U.S. Further, I will examine the size of the U.S. female population between the ages of 14 

and 44 years old, to see if the falling abortion rate could be explained by a decrease in the female 

population. If there have been a fall in the female population, it is only natural to assume that the 

abortion rate would have followed this trend.  

 

But first, I would like to introduce the U.S. abortion rate from 1973 to 2005 and show the 

downward trend that the U.S. has experienced since the 1990s. 

 

 

3.1 Abortions in the U.S. 

Abortions in the U.S. is one of the most common medical procedures undergone by women in their 

reproductive age, 15 to 44 years. The high level of abortions can be explained by the high level of 

pregnancies, 6.4 million in 2000, of which about half were unintended. Half of these unintended 

pregnancies ended in abortion in 2000 (Jones, Zolna, Henshaw, Finer, 2008: 6).  

 

Since abortion in the U.S. became legal in 1973 with the Supreme Court ruling in Roe v. Wade, 

abortions has been a highly debated and controversial issue in the U.S. Proponents and opponents of 

abortions are fighting on each side of the debate, arguing for and against the legalisation of 

abortions in the U.S. Meanwhile, statistics show that there is a demand for abortions in the U.S., as 

compared to other industrialised countries, the U.S. rank high in the number of abortions reported 

each year.  In the year 2005, the rate of abortions in the U.S. was 19.4 per 1,000 women between 

15-44 years of age. When compared to other industrialised countries, England and Denmark saw 

rates of 17.8 and 12.3
1
 abortions per 1,000 women of reproductive age, respectively (DH, 2006 and 

                                                           
1
 The Danish rate of abortions is measured among women of 15-49 years old, which differs from the U.S. and UK, 

where the studied population is among the 15-44 year olds. 
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Sundhedsstyrelsen, 2007). Although high, the U.S. rate of abortions has in fact declined since 1980, 

where it reached a high 29.3. In 1992, the rate of abortions in the U.S. was 25.7, which again fell to 

22.4 in 1996 and declined further to 21.3 in 2000. The most recent abortion figures from the Alan 

Guttmacher Institute (AGI) show us that the abortion rate continued to fall to 19.4 in 2005 (see 

Table 3.1).  

 

In the following sections, the characteristics of women having abortions in the U.S. will be 

examined.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.2 Age and pregnancy rates 

As stated in the introduction to this chapter and shown in Table 3.2 below, women between the ages 

of 20 to 30 years old have the most abortions in the U.S. However high, the abortion rate for this 

age group has in fact decreased from 1994 to 1999 to 2004, which is also the case for all other age 

groups. The largest decrease in the abortion rate between 1999 and 2004 was seen among the 15-19 

Source: Adapted from Rachel Jones, Mia R. S. Zolna, Stanley K. Henshaw and Lawrence B. Finer, “Abortion 

in the United States: Incidence and Access to Services, 2005”. Perspectives on Sexual and Reproductive 

Health, 40, no. 1: 6-16 (2008) 

 

Table 3.1 U.S. abortion rate, 1973-2005 
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and the 20-24 year olds, where the rates fell with 4.9 and 6.5, respectively. But as can be seen from 

the table below, ages 20-24 and 25-29 still ranked higher than the 15-19 year olds in 2004.  

 

 

 

 

 

 

 

 

 

 

 

 

 

The abortion rates among age groups <15 and 30-34, saw small decreases of 1.2 and 0.1, 

respectively, and the abortion rate among the 35-39 and ≥40 year olds increased slightly by 0.1 for 

both age groups.  

 

Naturally, the rate of abortions among groups of women, who also have a higher rate of 

pregnancies, will be higher. Therefore, if the abortion rates are seen in relation to the pregnancy 

rates, we might find some of the explanation as to why so many women, between the ages of 20 to 

30 years old, are so well represented in the abortions statistics above.   

 

When looking at Table 3.3, it becomes obvious that the 20 to 30 year olds had the highest number 

of pregnancies in 1994, 1999 and 2000 compared to all other age groups. This correlates with the 

abortion rates in Table 3.2, which were also highest among this group of women, as we must expect 

a higher rate of abortions among groups who also have a higher rate of pregnancies. But however 

high, the pregnancy rate for the 20 to 30 year olds did in fact decrease from 1999 to 2004 – which 

was also the case when looking at the abortion rate for this group of women in the same years. 

 

The pregnancy rate among most other groups declined between 1999 and 2004, but most 

 

  Women having abortions  

 

1994  1999  2004 Change 1999-2004 

Age 

<15   6.5  4.5 3.3 -1.2 

15–19   31.6 24.7 19.8   -4.9 

20–24  51.9 46.4 39.9  -6.5 

25–29   32.1 31.7 29.7 -2 

30–34   18.1 18.3 18.2  -0.1 

35–39   9.9 9.7 9.8  +0.1 

≥40   3.2 3.2 3.3  +0.1 

 

 

 

 

Source: Adapted from Stanley K. Henshaw and Kathryn Kost, “Trends in the Characteristics of Women 

Obtaining Abortions, 1974 to 2004”, Guttmacher Institute (2008) 

Table 3.2 Abortion rates according to age distribution of all U.S. women in 1994, 1999 and 2004 
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dramatically was the decline among age groups 15-19 and 20-24. These age groups saw a decline of 

14.7 and 14.1, respectively, whereas age group 25-29 only decreased by 3.1 and the <15 decreased 

by 0.5. Among the 30-34 and 35-39 year olds, there were significant increases in the pregnancy rate 

from 1999 to 2004. The pregnancy rate among these age groups increased by 10.1 and 11.1, 

respectively, and there was an increase of 2.5 among the ≥40 year olds. The increase in pregnancies 

among these age groups could be tied in with the fact that more women are pursuing a career and 

wait longer to have children. In fact the average age of first-time mothers in the US rose to 25.2 in 

2005 up from 21 in 1970 (Martin, 2009: 2). Despite a vast increase of pregnancies among the 30 to 

40+ year olds, they still experience fewer pregnancies than the 20 to 30 years olds. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.3 Income 

A woman‟s income can be another factor that might have an influence on whether she chooses to 

terminate her pregnancy or not. Statistics show that women below the poverty level are in greater 

risk of having an abortion. These women often cannot afford raising a child and, therefore, chooses 

to terminate their pregnancies more often than women above the poverty level. From Table 3.4, we 

can see that between 1994 and 2000, there was a 25 per cent increase in the number of abortions 

among women who ranked 100 per cent below the poverty level. The number was also high among 

women with incomes between 100-199 per cent of the poverty level; they saw a rise of 23 per cent 

abortions from 1994 to 2000. When looking at more affluent women, women with incomes at 200-

 

 

Pregnancy rate per 1,000 women 

 

1994 1999 2004 Change 1999-2004 

Age 

<15   3.2 2.1 1.6 -0.5 

15–19  106.1 86.9 72.2 -14.7 

20–24  184.8 177.8 163.7 -14.1 

25–29   166.1 166 169.1 -3.1 

30–34   116.7 125.1 135.2 +10.1 

35–39   58.5 64.7 75.8 +11.1 

≥40   12.9 14.6 17.1 +2.5 

 

 

 

 

Table 3.3 Rates of pregnancies according to age of all US Women in 1994, 1999 and 2004 

Source:  Adapted from Stephanie J. Ventura, Joyce C. Abma, William D. Mosher, and Stanley K. Henshaw,  

“Estimated Pregnancy Rates by Outcome for the United States, 1990–2004,” National Vital Statistics 

Reports, Volume 56, no. 15 (2008) 
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299 per cent and 300+ above the poverty level, they experienced a fall in the number of abortions of 

13 and 39 per cent, respectively (Rose, 2007: 37). 

 

 

 

 

 

 

 

 

 

 

 

The high number of abortions among poor women reflects the high number of pregnancies among 

this group of women, as Table 3.5 show. As it has not been possible to gather pregnancy rates 

according to the same criteria as in Table 3.4, the year 2001 has been used for comparison instead 

of the year 2000.  

 

According to Table 3.5, women whose income was 100 per cent below the poverty line, saw a 28 

per cent increase in pregnancies from 1994 to 2001. 112 of the 182 pregnancies in 2001 were 

unintended among this group of women. These numbers corresponds with the high number of 

abortions among this group of women in 1994 and 2000 (see Table 3.4). Also corresponding with 

the abortion rates is the pregnancy rate among women whose income is between 100-199 per cent 

of the poverty level. The pregnancy rate for this group of women rose 18 per cent between 1994 and 

2001. Again we see a high rate of unintended pregnancies; 65 in 1994 and 81 in 2001. But women 

with incomes above 200 per cent of the poverty level actually saw a decrease in the pregnancy rates 

of 17 per cent from 1994 to 2001, following the same trend as the abortion rates above. 

Furthermore, this group of women also experienced a fall in the rate of unintended pregnancies, 

which fell from 37 in 1994 to 29 in 2001.  

 

 

 

  Abortion rate per 1,000 women 

 

  1994 2000 % Change 

Poverty status 

<100%   36 44 25 

100-199%  31 38 23 

200-299%  25 21 -13 

> = 300%  16 10 -39 

 

 

 

Table 3.4 Rates of abortions according to poverty status among all US Women in 1994 and 2000 

 

Source: Adapted from Melody Rose, “Safe, Legal, and Unavailable? Abortion Politics in the United States”, (2007) 
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3.4 Race 

As can be seen from Table 3.6, the rates of abortion among women of all races, have fallen from 

1994 to 2004. But, nonetheless, there are big disparities among the different races. The rate of 

abortions among Non-Hispanic white women was the lowest among all races in 1994, 1999 and 

2004. The rate of abortions among Black women was the highest - almost five times that of Non-

Hispanic white women, in the three years analysed. But Black women were not alone in scoring 

high in the abortion rates. Also Hispanic women had high rates of abortions, but also here we saw a 

fall in the abortion rates.  

 

 

 

 

 

 

 

 

 

 

The abortion rates above mirror the levels of unintended pregnancies among the various groups of 

women, see Table 3.7. Although it has not been possible to find rates according to the same years as 

in Table 3.6, the overall picture is clear; Black and Hispanic women have far higher unintended 

pregnancy rates than White women, which might explain the high abortion rates among those two 

   Women having abortions 

 

   1994 1999 2004 

Race 
Non-Hispanic white  14.9 11.9 10.5 

Black   58.6 54.8 49.7 

Hispanic   34.7 31.4 27.8 

 

 

  *Pregnancy rate per 1,000 women 

 

  1994 2001 %Change 

Poverty status 

<100%   142(87) 182(112) 28 

100-199%  122(65) 144(81) 18 

>200  94(37) 78(29) -17 

 

 

 

 

 

Table 3.5 Rates of pregnancies according to poverty status among all US Women in 1994 and 2001 

* numbers in parentheses are rates of unintended pregnancies 

Source: Adapted from Lawrence B. Finer and Stanley K. Henshaw, “Disparities in Rates of Unintended 

Pregnancy In the United States, 1994 and 2001”, Perspectives of Sexual and Reproductive Health , 38 (2), 

(2006) 

Table 3.6 Abortion rates according to race and ethnicity among all U.S. Women in 1994, 1999 and 2004 

Source: Adapted from Stanley K. Henshaw and Kathryn Kost,  “Trends in the Characteristics of Women 

Obtaining Abortions, 1974 to 2004”, Guttmacher Institute (2008) 
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groups of women.  

 

 

 

 

 

 

 

 

 

 

 

The high rates of unintended pregnancies could be explained by the lack of access to and effective 

use of contraceptives, which will be examined in later chapters. 

 

 

3.5 U.S. Female Population 

As mentioned in the introduction to this chapter, the size of the U.S. female population could have 

had an influence on the falling abortion rate. Table 3.8 shows the total number of women in the U.S. 

population between the ages 14 and 44 years olds in the years 1990 and 2000, as well as projections 

for 2005 and 2010.  

 

As can be seen from the figures, the female population has grown between 1990 and 2000 in all age 

groups. The total increase of the female population between 1990 and 2000 were nearly 3.4 million. 

However, one group of women, the 25 to 44 year olds, has grown substantially by almost 1.9 

million. Furthermore, the number of women aged 14 to 17 also grew quite significantly by 

approximately 1.3 million. The number of women between 18 and 24 saw the lowest increase of 

147,978.  

 

When looking at the projected figures, they show us that the U.S. female population continues to 

grow, however, less rapidly. The projected figures show us that the total number of women should 

have increased by 509,781 from 2000 to 2005 and by 18,196 from 2005 to 2010. 

   Unintended pregnancy rates 

 

   1994 2001 

Race 
White   37 35  

Black   101 98  

Hispanic   78 78  

 

 

Table 3.7 Unintended pregnancy rates according to race and ethnicity among all U.S. Women in 1994 and 

2001 

Source: Adapted from Lawrence B. Finer and Stanley K. Henshaw, “Disparities in Rates of Unintended 

Pregnancy in the United States, 1994 and 2001”, (2006) 
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The growing number of women in the U.S. population cannot explain the falling abortion rate, as 

one would assume that the abortion rate would increase and not decrease following the increasing 

number of women in these age groups.  

 

To sum up, the U.S. rate of abortions is higher compared to other industrialised countries. 

Especially, the rate of abortions among the 20 to 30 year olds is high, but this group of women also 

have a much higher pregnancy rate which could explain the high abortion rates among this age 

group. When looking at income, the picture is clear; women with little incomes have higher 

abortion rates than women with higher incomes. The major reason for the high abortion rates in this 

group, is that they also experience high pregnancy rates and unintended pregnancy rates. Further, 

women who are poor might not be able to afford the cost of raising a child and, therefore, chooses 

to terminate their pregnancies more often than more affluent women do. Abortion rates among 

Black and Hispanic women are far higher than abortion rates among Non-Hispanic white women. 

This could be tied in with the fact that these two groups of women also have much higher 

unintended pregnancy rates. Finally, the size of the U.S. female population continues to increase, 

which would lead one to assume that the rate of abortion would increase too, but nothing indicates 

this trend. So, although high, the U.S. abortion rate continues to fall, but as can be seen from the 

above, the falling abortion rate mask underlying differences in population subgroups.  

 

Although, women have abortions across all age groups, income groups and races, most women 

having abortions is between the ages of 20 and 30, has a low income (poor) and is Black or 

Hispanic!  

 

 

  Census Census   Projections Projections 

  1990 April 1, 2000  July 1, 2005 July 1, 2010 

Age groups 

14 to 17 years  6,455,248 7,808,119  8,366,101 8,074,433 

18 to 24 years  13,121,647 13,269,625  14,224,621 14,893,662 

25 to 44 years  40,587,739 42,471,924  41,468,727 41,109,550 

Total  60,164,634 63,549,668  64,059,449 64,077,645 

 

 

Table 3.8 U.S. Female population by selected age groups, Census 1990 and 2000 and projections for 2005 

and 2010 

Source: Adapted from U.S. Census Bureau “American Fact Finder – QT-P1A. Age and Sex for the Total 

population: 1990” and “U.S. Population Projections – State Interim Population Projections by Age and Sex: 

2004 - 2030”, (2005) 
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4. Federal and State law restrictions 

Since 1973, when the right to abortion was established in Roe v. Wade, there have been many 

attempts by various pro-life organisations to try and reverse the ruling of women‟s right to abortion. 

Although not being successful in overturning the Supreme Court decision from 1973, pro-life 

groups have managed to restrict access to abortions through state laws that requires parental 

consent, waiting periods and limitations of public funding for abortions. These restrictions might 

have limited women‟s access to abortion and, thereby, could have caused a change in the abortion 

rate.  

 

Griswold v. Connecticut, 1965 

Griswold v. Connecticut laid the foundation for future decisions regarding reproductive health. The 

Supreme Court ruling in Griswold overturned an 1879 Connecticut law which banned the selling of 

contraception and counselling of married couples regarding birth control. In a 7-2 majority, the 

Court held that a ban on contraceptives was unconstitutional and that married couples had the right 

to buy and use contraceptives like unmarried couples. In Griswold the Supreme Court had identified 

the „right to privacy‟ in the U. S. constitution, which was significant in future cases regarding 

reproductive health (Rose, 2007: 63). 

 

Roe v. Wade, 1973 

In Roe. v. Wade, women‟s right to abortion was established. Building on Griswold v. Connecticut, 

the Supreme Court extended the right to privacy to include women‟s right to abortion. The Supreme 

Court ruling in Roe v. Wade overturned state laws against abortion and gave women the right to 

decide, in consultation with her physician, whether or not to terminate her pregnancy during the 

first trimester. In the second trimester, states were allowed to impose limited restrictions in order to 

protect the health of the mother. And in the third and final trimester, states were given the right to 

introduce laws restricting abortions in order to protect the potential life, because the foetus, at this 

point, stand a good chance of surviving outside the mother‟s womb. But in cases where the 

mother‟s life or health is at risk, states can allow for an abortion in the final trimester (Ashbee, 

2004: 63). 

 

Whether or not the Roe ruling has had an impact on the abortion rate is difficult to determine, as 

abortions up until then was illegal, and no statistics can show a „true‟ picture of how many abortions 
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were performed pre-Roe. But since Roe, the abortion rate continued to increase until it reached a 

high 29.3 in 1981. After 1981, the abortion rate started to fall and reached a low 19.4 in 2005, 

which is the most recent figure available.  

 

Webster v. Reproductive Health Services, 1989 

The 1989 Supreme Court Ruling, Webster v. Reproductive Health Services, upheld a Missouri law 

that permitted states to refuse the use of public facilities and staff when performing abortions on 

women, except in cases where the life of the mother is in danger. Further, the Webster decision 

declared that life begins at conception and that states have the right to impose mandatory viability 

testing on women after 20 weeks of pregnancy. This provision furthers a states interest in protecting 

potential human life, but also adds to the cost of having an abortion for the women involved. 

Further, the decision to have an abortion in the second trimester was no longer just between a 

women and her physician, but were replaced with the judgement of state legislators (Rose, 2007: 

75, 206).  

 

Supreme Court Justice Harry Blackmun remarked after the Supreme Court decision in Webster v. 

Reproductive Health Services “that a “Chill Wind Blows” for the cause of reproductive rights” 

(Baumgardner, 2008: 32). 

 

Whether or not the Webster decision caused the fall in the abortion rate is difficult to say. 

Nonetheless, the rate fell from 26.8 in 1989 to 26.3 in 1991. 

 

Planned Parenthood of South-Eastern Pennsylvania v. Casey, 1992 

In Planned Parenthood v. Casey in 1992, all states was given the right to impose further restrictions 

on women‟s right to abortion as long as they did not constitute an „undue burden‟ to the woman. “A 

finding of an undue burden is shorthand for the conclusion that a state regulation has the purpose or 

effect of placing a substantial obstacle in the path of a woman seeking an abortion of a nonviable 

fetus” (Rose, 2007: 76).  

 

The state of Pennsylvania‟s aim was to persuade women to choose childbirth over abortion through 

five abortion regulations that was tried at the Supreme Court. Four of the five points were upheld; 

twenty-four hour waiting periods, state-mandated counselling, parental consent for minors, and a 
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reporting requirement for doctors. The only point that was not upheld was the „husband 

notification‟, which meant that women no longer had to sign a paper stating that she had notified 

her husband before seeking an abortion (Rose, 2007: 76).  

 

Although state restrictions, like the above mentioned, does not present an „undue burden‟ for a 

woman seeking an abortion, according to the Court, these restrictions might still have an influence 

on a woman‟s decision on whether or not to seek an abortion. From the abortion rate, we can see 

that it decreased from 26.3 in 1991 to 25.7 in 1992 which could be explained by the state 

restrictions permitted under Casey (Rose, 2007: 76).  

 

Women were given the right to abortion in the 1973 court case, Roe v. Wade. This right came 

without restrictions, which meant that a woman could have an abortion should she choose to. 

However, as later court cases have shown, women‟s right and access to abortion were soon 

restricted by laws demanding viability tests, waiting periods, parental consent etc. These laws could 

have caused a change in the abortion rate, as it has decreased following both the Webster and Casey 

court cases. 
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5. Changing attitudes in the public 

When examining the changes in the U.S. abortion rate, it will be interesting to see whether other 

institutions than political ones could have had an influence on the change. Therefore, this chapter 

will examine the possible impact of public attitudes on abortion.  

 

Public attitudes towards abortion are never as straightforward as abortion activists would have us 

think. Whereas physicians use medical language to describe the abortion practice, abortion activists 

have adopted a morality based language which often defines the public debate. Terms like the 

„unborn baby‟ and „unborn child‟ is used by pro-life activists to describe what physicians would call 

„a product of conception‟. By using terms like „unborn baby‟ and „unborn child‟, pro-lifers are 

trying to establish a sense of personhood that pro-choice activists dissociate themselves from by 

referring to the unborn, using the scientific term „foetus‟. Further, morality based terms used by pro-

life and pro-choice activists does not capture the general public view on abortion, as only few 

Americans share the extreme views of abortion activists (Ashbee, 2007: 195) (Rose, 2007: 188).  

 

When examining attitudes, it is important to stress that public attitudes towards abortion are 

influenced on how questions are phrased and presented. If questions are phrased in such a way that 

women‟s right to abortion is questioned, a majority of Americans are in favour of women‟s right to 

abortion. However, if questions are phrased in a way that concerns the right of the unborn, the 

majority will sway the other way. Therefore, attitudes are never straightforward.  

 

In the following, public attitudes towards abortion, unmarried mothers and cohabitation will be 

examined in order to establish whether these have had an influence on the changing abortion rate 

since the 1990s.  

 

 

5.1 Attitudes towards the legality of abortions 

Gallup polls have asked Americans whether abortion should be legal in all circumstances, legal 

only under certain circumstances, or illegal in all circumstances. In 1994, 33 per cent believed that 

abortion should be legal in all circumstances and 13 per cent believed that abortion should be illegal 

in all circumstances. 1994 was the year when the two sides were furthest from each other - a 20 per 

cent point difference (Saad, 2009). By 1997, only 22 per cent favoured abortion under any 
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circumstances and 15 per cent were opposed to legal abortions under any circumstances. In 2002, 

those supporting legal abortions reached 27 per cent and those opposed reached 19 per cent. By 

2005, the two sides were closely matched in their attitude towards abortion; 23 per cent favoured 

legal abortion under any circumstances and 22 per cent opposed legal abortion under any 

circumstance. The most recent figures show that the two sides are not far from each other with 21 

per cent favouring abortion without restrictions and 18 per cent say it should be illegal in 2009 

(PollingReport.com, 2009). Although these figures have varied over the years, there has always 

been a majority of Americans favouring women‟s right to abortion without restrictions. But most 

Americans neither favour abortions without restrictions nor think that abortion should be illegal 

under any circumstances. Most Americans believe that abortion should be legal under certain 

circumstances. In the years examined above, attitudes that permit abortions under certain 

circumstances range from 52 per cent in 1994, 61 per cent in 1997, 52 per cent in 2002, 53 per cent 

in 2005 and 57 per cent in 2009 (PollingReport.com, 2009). Next, it will be interesting to examine 

the circumstances under which most Americans favour abortion.  

 

NBC News/Wall Street Journal polls asked people which of the following best represents their 

views about abortion – the choice on abortion should be left up to the woman and her doctor, 

abortion should be legal only in cases in which pregnancy results from rape or incest or when the 

life of the woman is at risk, or abortion should be illegal in all circumstances? In 1995, 60 per cent 

believed the choice should be between the woman and her doctor – a number which remained the 

same in 1997, but dropped to 59 per cent in 2003 and to 55 per cent in 2005. The percentage 

thinking abortion should be legal in cases of rape, incest or if a woman‟s life is at risk were 28 per 

cent in 1995 and dropped to 26 per cent in 1997. In 2003 and 2005, 29 per cent agreed to the 

statement. Those thinking abortion should be illegal in all circumstances represented 10, 11, 9 and 

14 per cent, respectively, in the years examined (PollingReport.com, 2009). The above percentages 

clearly show that attitudes towards abortion favours women‟s right to choose and favour the legality 

of abortion in cases of rape, incest or life endangerment of the woman. 

 

Nonetheless, a survey by the Pew Research Center shows that both Republicans and Democrats 

have become less in favour of legal abortion in recent years. In 2007/2008, 39 per cent Republicans 

and 64 per cent Democrats supported legal abortions; numbers which had decreased to 32 and 60 

per cent by August 2009, respectively. In 2007/2008, 57 per cent Republicans believed that abortion 
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should be illegal and among Democrats the percentage was 31 per cent. Republicans thinking that 

abortion should be illegal rose to 63 per cent by August 2009, whereas among the Democrats, 31 

per cent were opposed to illegal abortion (The Pew Research Center).  

 

 

5.2 Attitudes towards unmarried mothers 

Besides the general attitudes on abortion, attitudes towards and increased social acceptance of 

motherhood outside of marriage, could also be a factor that has caused a change in the abortion rate. 

That is, if there is a greater acceptance of unmarried mothers in society, women might not feel 

stigmatised when getting pregnant outside marriage and might, therefore, chose to give birth to 

children they, otherwise, would have aborted.  

 

When abortion was legalised in 1973, it might have been natural to assume that this would have led 

to fewer out-of-wedlock births, as women were given the right to terminate an unwanted and 

unplanned pregnancy. However, the number of births to unmarried women has since increased. The 

reason for the increased non-marital births might be found in the changing attitudes towards 

unmarried mothers in society.  

 

The norm, before Roe was established, meant that premarital pregnancies would most likely lead to 

a couple getting married. The stigma of unmarried mothers meant that few women were willing to 

bear children outside of marriage and in case of a pregnancy - the couple involved would most 

likely get married or give the child up for adoption. Further, because of the stigma placed on 

unmarried pregnant women, many parents send their unmarried pregnant daughters away to give 

birth in secret and made them give the child up for adoption to avoid them being stigmatised and 

reduce their chances of getting married later in life (Akerlof, 2009). Others simply chose to have a 

clandestine abortion which was often very dangerous and caused the life of many women (Gold, 

2003: 8). 

 

Now, attitudes towards unmarried pregnant women and unmarried mothers have changed to a large 

degree and women no longer need to feel like becoming social outcasts because of being an unwed 

mother. Unmarried mothers are no longer forced to give their babies up for adoption or having 

abortions because of the social stigma once attached to unmarried mothers‟. Attitudes towards and 
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possibilities for unwed mothers have changed since the time when abortion was illegal (Akerlof, 

2009). 

 

Some of the first indications of changing attitudes in the American society came during the 1980s 

and 1990s, where several television shows featured characters who acted as if sex outside marriage 

was normal (Offner, 2001: 3). For example, the television show, Murphy Brown, featured a single 

woman who chose to give birth to a child outside of marriage. Other shows like Roseanne, 

portrayed the leading character‟s (Roseanne) sister (Jackie) as having many different relationships 

and also becoming pregnant outside marriage. Not everybody liked the fact that television shows, 

like the above mentioned, began to portray the changing attitude in society towards sexual 

relationships, children and marriage. In his May 1992-speech, Dan Quayle criticised the fictional 

character Murphy Brown, played by Candice Bergen, as an example of how family values, 

acceptance of unwed motherhood and the importance of fatherhood, was undermined and 

celebrated by the popular media. Dan Quayle‟s remarks on Murphy Brown provoked among others 

Hillary Clinton, who remarked that Quayle was out of touch with America and its growing ranks of 

single mothers (Ashbee, 2007: 41) (Time, 1992).  

 

In 1988, 1994 and 2002, the general social survey (GSS) asked a number of people about their 

attitude towards marriage and children (see Table 5.1). They were asked to respond to the following 

statement: Those wanting kids should get married – Do you agree or disagree?  In 1988, 14.8 per 

cent of the respondents disagreed to the statement which rose to 17.2 per cent in 1994. By 2002, the 

percentage who disagreed to the statement had risen to 20.2 per cent. Further, of the 14.8 per cent 

who disagreed in 1988, 3.3 per cent strongly disagreed; a number which rose to 6.8 in 2002. 

 

As the GSS survey only reflects people‟s attitudes, on the above statement, up until 2002, a Gallup 

poll will be used to show people‟s attitude towards children and marriage from 2003 to 2009 (see 

Table 5.2). The statement people were asked to respond to in the Gallup poll was: Having a baby 

outside of marriage – is that morally acceptable, morally wrong or other. The poll showed that 

2003 was the year in which most Americans were opposed to women having a baby outside of 

marriage; 46 per cent thought it was morally wrong whereas 51 per cent thought it was morally 

acceptable. By 2009, these figures had hardly changed, but the percentage thinking that it was 

morally wrong had dropped to 45 per cent. By 2009, 51 per cent thought that having a baby outside 
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marriage, was morally acceptable. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Part of the reason behind the changing attitudes towards having children outside marriage could 

also be explained by people‟s changing attitudes towards cohabitation. More people are choosing to 

cohabitate and have children without planning to get married which might help explain the high 

numbers of unmarried mothers. A report by Stephanie Ventura and Christine Bachrach, Nonmarital 

Childbearing in the United States, 1940-99, examines trends in nonmarital childbearing in the U.S. 

They have found that from 1980 to 1984, 29 per cent of out-of-wedlock births were to cohabiting 

couples. This percentage increased to 39 percent by 1990-1994, and in 2002, the percentage of 

births to unmarried cohabiting couples reached about 40 per cent (Ventura and Bachrach, 2000: 8) 

(Ventura, 2009: 6).   

 

Another reason could be that people‟s attitudes towards single parenthood have also changed. In a 

survey by the General Social Survey, people were asked whether or not they agreed to the statement 

„Single parents can raise kids as well as two parents together‟.  In 1994, 36.2 per cent strongly 

agreed/agreed, 48.8 per cent disagreed/strongly disagreed and 15 per cent neither agreed nor 

disagreed. In 2002, 42 per cent strongly agreed/agreed, 45.6 per cent disagreed/strongly disagreed 

and 16.1 per cent neither agreed nor disagreed (GSS). As can be seen people‟s attitudes towards 

Source: Adapted from Gallup “What’s Morally 

Acceptable in 2008?”.  Gallup, 

http://www.gallup.com/poll/117328/Marriage.aspx 

 

 

Source: Adapted from General Social Survey 

http://publicdata.norc.org 

Table 5.1‟Those wanting kids should get married‟ Table 5.2‟Having a baby outside of marrige‟ 
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single parenthood have changed from 1994 to 2002. More Americans agree to the fact that single 

parents can raise children as well as couples. This might have encouraged some women in choosing 

birth over abortion, as it was more acceptable to be a single parent in 2002 than in 1994. 

 

From the GSS poll and the Gallup poll it becomes evident that people‟s attitudes towards marriage 

and having children have changed from 1988 to 2009. From 1988 to 2002, there was a 5.4 

percentage point increase of people disagreeing or strongly disagreeing to the statement, Those 

wanting kids should get married, according to the GSS poll. The Gallup poll showed little change in 

attitudes towards children and marriage, from 2003 to 2009. However, the percentage thinking that 

it was morally wrong to have a baby outside marriage decreased by one percentage point between 

2003 and 2009. The percentage thinking it was morally acceptable having a baby outside marriage, 

remained stable at 51 per cent in 2003, 2006 and 2009, with only one drop to 49 per cent in 2004.  

 

As mentioned in the introduction to this chapter, public attitudes towards abortion are never 

straightforward. Support for legal abortion has varied over the last decades, but the majority of 

Americans still favour legal abortion in all or certain circumstances.  

 

Further, the increase in births to unmarried women might have been caused by a lessening of the 

social stigma once attached to unmarried mothers as well as people‟s attitude towards cohabitation 

and single parenthood could have encouraged women to choose birth over abortion. 

  

However, it is difficult to establish a correlation between the falling abortion rate and public 

attitudes, as attitudes are influenced by the way questions are phrased and asked. 
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6. Abstinence Education  

Concerned about the rising trend in teenage pregnancy and the consequences of teenage 

childbearing, the U.S. government began the funding of programmes that supported abstinence 

education in American schools in the early 1980s under President Reagan. Advocates for 

abstinence-only education believe that abstinence is the most effective way of preventing sexual 

transmitted diseases, unintended pregnancies and, thereby, reduce the need for abortions. 

Furthermore, they believe that teenagers need to hear a single, unambiguous message that sex 

outside marriage is wrong and harmful to their physical and emotional health. Advocates for 

abstinence-only education are, therefore, opposed to the more comprehensive approach to sex 

education which favours instructions on both abstinence and the use of contraception (Solomon-

Fears, 2004: 6).  

 

Naturally, advocates for comprehensive sex education do not share this view. They argue that the 

best way to teach adolescents about sex is to teach about the use of contraceptives AND abstinence 

before marriage, which are both effective ways of preventing sexual transmitted diseases and 

unintended pregnancies. By teaching a more comprehensive approach to sex, adolescents are better 

equipped to make informed decisions on how best to avoid sexually transmitted diseases and 

unintended pregnancies. Further, a more comprehensive approach to sex education is the best way 

to lower the rate of abortions among adolescents, they argue. But nonetheless, federal and 

mandatory state spending for premarital abstinence education has reached a level of $1 billion in 

funding since 1996, despite the lack of evidence that abstinence before marriage is the best way to 

avoid sexual transmitted diseases and unintended pregnancies.  

 

Opponents of abstinence-only education are now calling on the new president and Congress to end 

federal funding for abstinence-only programmes and, instead, support a more comprehensive 

approach to sex education (Boonstra, 2009: 6). 

  

 

6.1 Abstinence education – different views 

Advocates of abstinence-only-until-marriage education, which teach abstinence as the only option 

to prevent teenage pregnancies, abortions and sexually transmitted diseases (STD), believe that 

abstinence-only-until-marriage education has an influence on when adolescents engage in sexual 
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activity. They believe that teenagers need to be taught that sex outside marriage is wrong and 

harmful to their physical and emotional health and that the best way to prevent unwanted 

pregnancies, abortions and STDs, is by abstaining from sex until marriage. They believe that 

comprehensive sex education encourage sexual behaviour among teenagers by teaching them how 

to use contraceptives (Solomon-Fears, 2004: 6).  

 

There are many serious consequences of adolescents having sex, according to Stan E. Weed, 

Research Director at the Institute for Research and Evaluation with expertise in abstinence 

education and teen pregnancy prevention. In a study, “Abstinence” or “Comprehensive” Sex 

Education, the institute found that not only did adolescents have the highest rate of STD‟s among 

Americans, but they also had a high risk of getting pregnant. In 2005, 63.1 per cent of American 

adolescents had experienced sexual intercourse by the time they left high school. Further, one in 13 

U.S. high-school-age girls become pregnant each year which can cause serious health and social 

problems for the girl involved. Some of the consequences of adolescents having sex include unwed 

teen parenthood, father absence, poverty, welfare dependence, crime and abortion, according to the 

study. Further, the risk of getting a sexual transmitted disease is high and the institute estimates that 

one in four sexually active adolescents have an STD. The study continues to point out that teen 

sexual activity can lead to poorer emotional health problems and that sexually active teenagers are 

more likely to suffer from a depression or attempt suicide (Weed, 2007: 2). All these consequences 

can be avoided if more focus is placed on abstinence education as abstinence provides 100% 

protection from pregnancies, teen parenthood, sexual transmitted diseases and abortions, according 

to the Institute for Research and Evaluation and Stan Weed (Weed, 2007: 5).  

 

According to Robert Rector, Senior Research Fellow at the Heritage Foundation and advocate of 

abstinence-only-until-marriage programmes, the number abortions in the U.S. are clearly linked to 

the decline of marriage and sexual activity outside of marriage. Married and non-married women 

have approximately the same pregnancy rates, but they differ to a great extent in whether a 

pregnancy is carried to term or terminated. Almost half of all pregnancies among non-married 

women end in abortion and, overall, three quarters of all abortions in the U.S. are performed on 

non-married women. Therefore, Robert Rector support policies which will increase the effort of 

strengthening marriage in the U.S. as he believes it will have a reducing effect on both out-of 

wedlock childbearing and abortions (Rector, 1999). 
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The TANF Act from 1996 (see page 30) made provisions designed to strengthen marriage by 

establishing a clear goal to prevent and reduce out-of wedlock pregnancies by funding programmes 

that teaches abstinence-only-until-marriage. These programmes teach adolescents about “the crucial 

linkage between marriage, human happiness and social well-being” and how important it is to 

abstain from sexual activity before marriage, as this is important in order to establish a good 

relationship with a person of the opposite sex. Further, Robert Rector believes that out-of-wedlock 

childbearing have been accompanied by a host of other social problems such as crime, welfare 

dependence, child abuse and drug abuse. These problems can be avoided if more importance is 

placed on the promotion of abstinence-only-until-marriage education. Adolescents should be 

encouraged to abstain from sex until they are married, as the decline in marriage has been 

associated with high numbers of abortions, Robert Rector states (Rector, 1999).  

 

Another consequence of having out-of-wedlock children is the dependence on welfare benefits. 

Having single mothers on welfare dependence for long periods of time present great expenses for 

the nation, and it would be in any nation‟s interest to decrease the number of people on welfare. 

Welfare dependence among non-married mothers, are 1700 per cent more frequent compared to 

mothers who are married. Therefore, if marriage is encouraged, we will see fewer women on 

welfare dependence, fewer children born out-of-wedlock and fewer abortions, according to Robert 

Rector (Rector, 1999). 

 

The effects of abstinence-only-until-marriage programmes are further supported through a study 

made by the Heritage Foundation, which compares abstinence education with comprehensive sex 

education. The study found that the best way to prevent teenage pregnancy is by promoting 

abstinence education. Nine comprehensive sex education curricula and nine abstinence education 

curricula were used to support that claim. The study found that, while the abstinence education 

curricula devotes 53.7 per cent of its page content to the promotion of abstinence-related issues, 

comprehensive sex education curricula only devotes 4.7 per cent. Furthermore, abstinence 

education curricula devotes zero per cent in promoting the use of contraception among teens and 

stress that “personal happiness, love, and intimacy are most likely to occur within the commitment 

of a faithful marriage and that, in contrast, casual sex with multiple partners is likely to undermine 

the natural process of bonding and intimacy”. The study concludes by stating that the teaching of 

both abstinence-only-until-marriage and the use of contraception undermines the abstinence-only 
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message and that parents prefer more emphasis on the abstinence message (Martin, Rector, Pardue, 

2004: IX, 7-11, 59). Currently, 23 states are obliged to stress the efficiency of abstinence when 

taught as part of sex education and ten states require simply that it be covered during instruction 

(Guttmacher, 2009).  

 

On the other side of the debate, advocates of a more comprehensive approach to sex education, 

believes that teenagers need information about both contraception and abstinence, in order to make 

the best choice when protecting themselves from unwanted pregnancies and sexually transmitted 

diseases (Solomon-Fears, 2004: 6).  

 

An Alan Guttmacher Institute (AGI) analysis has examined the reasons behind the decline in 

teenage pregnancies between 1988 and 1995. The analysis attributes approximately one-quarter of 

the decline in teenage pregnancy in the U.S. to increased abstinence. But more interesting, 

approximately three-quarters of the decline were due to changes in sexual behaviour. The changes 

did not mean that women had less sex. In fact, there was little change in how often teenagers had 

sexual intercourse between 1988 and 1995. However, the researchers found that the decline was due 

to changes in contraceptive use. Although, contraceptive use among teenagers only increased from 

78 per cent in 1988 to 80 per cent in 1995, teenagers were choosing more effective methods of 

protecting themselves from pregnancies and STDs which could help explain the decline in the 

pregnancy and abortion rates (Boonstra, 2002: 8). 

 

The same trend is found when looking at the reasons behind the declining pregnancy rate from 1995 

to 2002. A report by the American Journal of Public Health (AJPH), estimates that the 34 per cent 

decline in the pregnancy rate between 1995 and 2002, among adolescents, were attributable to a 

fourteen per cent decrease in sexually active young women and an eighty-six per cent decrease were 

attributable to changes in contraceptive use among sexually active young women. Again, the 

changes in contraceptive use were, primarily, attributable to adolescent‟s improved contraceptive 

use and adolescent‟s using more effective methods, like the injectable contraceptive and the 

contraceptive implant which were introduced in the early 1990s (Santelli, Lindberg, Finer, Singh, 

2007: 153-154).  

 

These percentages raise the question of whether or not the U.S. funded programmes is right in 
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promoting abstinence until marriage as their primary strategy to prevent adolescent pregnancies, as 

these programmes undermine the promotion of another, more important prevention behaviour, 

namely contraception. However, the AJPH-report also emphasize that although abstinence is, in 

theory, effective in preventing pregnancies and sexually transmitted diseases, there is no evidence 

of its success in delaying first intercourse, as advocates of abstinence-only-until-marriage would 

claim (Santelli, Lindberg, Finer, Singh, 2007: 153-154) (Boonstra, 2002: 8).  

 

Furthermore, a study supports the claim that abstinence education does not delay first intercourse. 

The study states that a key factor to the declining pregnancy rate among U.S. adolescents is due to 

teenagers choosing more effective ways to protect themselves from unwanted pregnancies than they 

used to. A large proportion of adolescents started using long-acting hormonal methods by the mid-

1990s, but the U.S. still lacks behind other comparable developed countries in contraceptive use 

(Boonstra, 2002: 7).  

 

Teenagers in the U.S. still experience higher pregnancy and abortion rates than teenagers in other 

developed countries, an analysis from the Alan Guttmacher Institute shows. When compared to 

Canada, Great Britain and Sweden, U.S. teenagers are less likely to use any contraceptives when 

engaging in sexual intercourse. Furthermore, pregnant U.S. teenagers are less likely to opt for an 

abortion than their Canadian, British and Swedish peers, which might be due to lack of abortion 

access or ignorance. In countries like France and Sweden, there is also a greater acceptance of 

teenagers engaging in sex, and schools in these countries will teach teenagers how to protect 

themselves from pregnancies and sexual transmitted diseases by providing a more comprehensive 

approach to sex education, which gives information on contraceptive use. In the U.S., on the other 

hand, the government spends money on what some advocates of comprehensive sex education 

would call „morality-based‟ abstinence education to convince people not to have sex, unless they 

are married. This approach to sex education is driven more by ideology than by evidence, they 

claim. Further, the analysis finds that comprehensive sex education is a much better way of 

informing teenagers on how to avoid teenage pregnancies and, thereby, abortions (Boonstra, 2002: 

7). 

 

Opponent of abstinence education, Representative Henry A. Waxman, had a report prepared in 

2004, which found evidence that the most popular abstinence-only curricula taught in U.S. schools 
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contain false and misleading information about the risks of having an abortion and the effectiveness 

of contraceptives in preventing pregnancies and sexual transmitted diseases. According to the 

report, much of the curricula taught under abstinence-only programmes claim that women having an 

abortion have an increased risks of sterility, increased risks of premature birth and mental 

retardation following the abortion of the first pregnancy. In addition, contraceptive use was 

presented only to describe its failure rates and not as a way to avoid unwanted pregnancies or sexual 

transmitted diseases. In fact the report mentions that among adolescents taking the „virginity 

pledge‟
2
, 88 per cent still had premarital sex, but they were less likely to use contraception to 

protect themselves from pregnancies and sexual transmitted diseases (U.S. House of 

Representatives, 2004: 4, 8, 13).  

 

Furthermore, studies suggest that the decline in the abortion rate cannot be attributable to an 

increase in abstinence education in U.S. schools, as abstinence education has not shown clear 

evidence that such programmes delay the initiation of sex or reduce teen pregnancies. Increased use 

of contraception, on the other hand, is attributable to the declining abortion rate (Rose, 2007: 35).  

 

Despite, the above claims that abstinence-only education has not been effective in teaching 

teenagers on how to avoid STDs and unintended pregnancies, abstinence education has increasingly 

replaced comprehensive sex education in U.S. schools from 1995 to 2002. From 1995 to 2002, 

instructions on how to use contraceptives fell from 61.2 per cent to 54.3 per cent for males and from 

72.4 per cent to 61.8 per cent for females. Correspondingly, education on abstinence rose from 52 

per cent to 70.3 per cent for males and from 72.5 to 75.1 per cent for females, from 1995 to 2002 

(sees Tables 6.1 and 6.2).  

 

 

 

 

 

 

                                                           
2
 A virginity pledge is a commitment made by adolescents to abstain from sexual intercourse until marriage 
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Despite the divergent views, and lack of evidence, on the effectiveness of abstinence education, 

federal and state funding for these programmes continues. 

 

 

6.2 Funding for abstinence education programmes 

Since the 1980s, abstinence education has been funded by the federal government under three major 

funding streams; the Adolescent Family Life Act, the Temporary Assistance for Needy Families 

Act, and Community-Based Abstinence Education. These three funding programmes all supports 

the teaching of abstinence-only-until-marriage as a way to lower the teen pregnancy rate and, 

thereby, the abortion rate. However, not all experts agree in the assumption that abstinence 

education is the best way to teach teenagers about sexual behaviour, as these programmes often 

ignore the effectiveness of contraceptives and safer-sex behaviour (Boonstra, 2009: 8) (Solomon-

Fears, 2004: 6). 

 

The first programme to fund abstinence-only education, as well as give support for pregnant and 

parenting teenagers, was the Adolescent Family Life Act (AFLA). Although, AFLA was promoted 

as a family-oriented alternative to contraceptive counselling and services to teenagers, the 

programme promoted chastity and self-discipline as its major goals. The (conservative) framers of 

AFLA required “...that grants only be made to programs...which do not advocate, promote or 

encourage abortion”, as a way to ensure that grants were, primarily, given to pro-life groups. The 

framers argued that too much funding had been granted to family planning services, such as 

  

Table 6.1 Percentage teenagers aged 15-19 who have   Table 6.2 Percentage teenagers aged 15-19 who have 

received education on contraceptives, 1995 and 2002 received education on abstinence, 1995 and 2002 

 

Source: Adapted from Laura Duberstein Lindberg, John S. Santelli and Susheela Singh, “Changes in Formal Sex Education: 

1995 – 2002”, Perspectives on Sexual and Reproductive Health, 38 (4), 2006 
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Planned Parenthood, which they believed undermined family values and promoted teen sexual 

activity and abortion. Therefore, advocates of abstinence education wanted to counteract this trend 

by introducing AFLA (Saul, 1998: 5, 10). 

 

Since AFLA, funding for abstinence-only-until-marriage programmes has grown rapidly. In 1996, 

the U.S. Congress signed into law the Temporary Assistance for Needy Families Act (TANF). This 

law added Title V, Section 510 (b) of the Social Security Act, which established new funding 

possibilities for abstinence-only-until-marriage programmes. With the Act came a new set of rules, 

which the states must adhere to in order to receive funding under TANF. This means that in order to 

qualify for funding for abstinence education under Title V, states needs to follow a rigid eight-point 

definition of abstinence education (see Table 6.3), and have the promotion of abstinence outside 

marriage as its exclusive purpose. Therefore, a state may not advocate or discuss contraceptive use, 

except in order to explain and inform about its failure rate. Furthermore, if a state accept these eight 

points, and thereby funding, it also accept that it has to match every four federal dollars with three 

state-raised dollars to promote abstinence-only-until-marriage education programmes in its 

respective state (Santelli, Ott, Lyon, Rogers, Summers, 2006: 83-84). Title V of the Social Security 

Act guarantees an ongoing sum of $50 million annually to the states, which together with the 

mandatory state-raised dollars, gives a total of almost $90 million annually for abstinence education 

Boonstra, 2009: 7). 

 

 

 

 

 

 

 

 

 

 

 

 

 

For purposes of this section, the term “abstinence education” means an educational or motivational program 

which - 

(A) has as its exclusive purpose, teaching the social, psychological, and health gains to be realized by 

abstaining from sexual activity; 

(B) teaches abstinence from sexual activity outside marriage as the expected standard for all school age 

children; 

(C) teaches that abstinence from sexual activity is the only certain way to avoid out-of-wedlock pregnancy, 

sexually transmitted diseases, and other associated health problems; 

(D) teaches that a mutually faithful monogamous relationship in context of marriage is the expected standard 

of human sexual activity; 

(E) teaches that sexual activity outside of the context of marriage is likely to have harmful psychological and 

physical effects; 

(F) teaches that bearing children out-of-wedlock is likely to have harmful consequences for the child, the 

child's parents, and society; 

(G) teaches young people how to reject sexual advances and how alcohol and drug use increases vulnerability 

to sexual advances; and 

(H) teaches the importance of attaining self-sufficiency before engaging in sexual activity. 

 
 Source: Adapted from Adam Sonfield and Rachel Benson Gold, “States’ Implementation of the Section 510 

Abstinence Education Program, FY 1999”, Family Planning Perspectives, 33 (4), (2001) 

Table 6.3 
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In 2000, yet another funding stream, to promote abstinence education, was signed into law; The 

Community-based Abstinence Education (CBAE) programme. From its beginning and until 2005, 

funding under CBAE was administered by the Maternal and Child Health Bureau within the U.S. 

Department of Health and Human Services, but since 2005 funding has been administered by the 

more conservative HHS‟ Administration for Children and Families (ACF). The change to a more 

conservative administration has led organisations like SIECUS (Sexuality Information and 

Education Council of the United States
 
), who advocate comprehensive sex education, to believe 

that programmes funded under CBAE are ideologically driven, as ACF has announced a very 

conservative and ideologically stand on CBAE programme funding. ACF believes that the way to a 

perfect life comes through sexual abstinence before marriage, as this also provides “having a 

healthier marriage, having more money, having healthier future children, being more responsible 

parents, being honourable and having integrity, attaining a better education, having fewer 

psychological disorders, avoiding drug, alcohol, and tobacco use, committing fewer crimes and 

staying out of prison, and having a longer life span” (SIECUS, 2007). As opposed to programmes 

funded under TANF, CBAE programme funding is granted directly, by the ACF, to community-

based organizations within the states. This means that CBAE funding bypass the state approval 

process and ACF decides who receives funding, whereas programme funding under TANF is 

entirely left up to the states (SIECUS, 2007). In order to qualify for funding under CBAE, states 

must adhere to the eight-point definition of abstinence education, defined under TANF (see Table 

6.3). 

  

Since AFLA was signed into law in 1981, several studies have shown how difficult it can be for 

people to practice abstinence consistently. Some studies have examined the effectiveness of 

virginity pledges, which is a key point of many abstinence education programmes. One study, 

published in the January 2009 issue of Pediatrics, found that virginity pledgers are just as likely as 

non-virginity pledgers to engage in sex. However, virginity pledgers are less likely to use 

contraceptives when sexually active and are, therefore, in as high a risk of getting pregnant, if not 

higher, than non-pledgers. Further, a study mandated by Congress on the effectiveness of several 

abstinence-only programmes concluded in 2007 that none of the programmes examined were 

effective in stopping or delaying sex. Teenagers participating in the evaluation were no more likely 

to abstain from sex than those who did not (Boonstra, 2009: 8).  
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For those reasons, advocates for more comprehensive sex education are calling on policymakers to 

stop funding for abstinence-only programmes and introduce what President Barack Obama calls 

“common sense approaches”. They believe that the best way to inform teenagers on how to protect 

themselves from unintended pregnancies and HIV, is through comprehensive sex education which 

teaches both abstinence and safe sex methods including the use of contraceptives (Boonstra, 2009: 

9). Teaching abstinence-only, does not provide teenagers with the information they need in order to 

avoid unintended pregnancies and sexually transmitted diseases (Solomon-Fears, 2004: 6). 

Therefore, advocates of comprehensive sex education and advocates for easier access to 

contraceptives believe that abstinence education does not provide women with the information they 

need to avoid an unwanted pregnancy which, for some women, often lead to abortion.  

 

Although, there is strong support, among the U.S. population, for abstinence education to teens, 

there is equally strong support for teaching about contraceptive use as a way to avoid unintended 

pregnancies, sexually transmitted diseases and abortions. But nonetheless, abstinence education is 

replacing more and more comprehensive forms of sex education in U.S. schools and abstinence 

education receive increasingly support for its promotion in U.S. schools by the federal and state 

governments. This, despite the fact that pregnancy rates and abortion rates among U.S. adolescents 

continues to be higher compared to pregnancy and abortion rates in other developed countries. 

Although, the rates are declining, research has shown that this is due to better contraceptive use 

among adolescents who are engaging in premarital sex and a smaller proportion due to abstinence.  

 

In a 2005-speech marking the 32
nd

 anniversary of Roe v. Wade, former Senator Hillary Clinton 

stated that, in order to reduce the U.S. abortion rate people on all sides of the debate need to find 

„common ground‟ and help women avoid unintended pregnancies. “Abortion in many ways 

represents a sad, even tragic choice” and, therefore, is best addressed by helping women prevent 

unwanted pregnancies. This is best done by increasing and improving access to contraceptives, 

Clinton stated. She was applauded by many proponents of women‟s right to abortion (Dailard, 

2005: 1). 

 

Nonetheless, the U.S. government spent approximately $176 million in CBAE funding in 2007. The 

Bush administration proposed to increase funding for CBAE by $28 million for FY 2008, but 

Congress rejected this recommendation. This might be due to the fact that 23 states and the District 
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of Columbia have refused to apply for the annual abstinence education grants which were set aside 

for them under CBAE. Opponents of abstinence education are happy to see that the “era of big 

increases for abstinence-only education is over”, and are looking forward to a more “common sense 

approach” to the prevention of unintended pregnancies, STI‟s and abortions; an approach which 

teaches both abstinence and safe sex methods, namely comprehensive sex education (Boonstra, 

2009: 9). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



34 
 

7. Access to abortion services 

When deciding to have an abortion, many women not only have to face the moral barriers of having 

the procedure done, but also have to face several practical barriers. One of these barriers could be 

the number of abortion providers available to a woman in her region, state and county. In this 

regard, the number of abortion providers, as well as the geographical location of these, becomes a 

key factor which affect a woman‟s decision and possibility of having an abortion. Other important 

factors, which also influence women‟s possibilities of having abortions, are the costs of having an 

abortion and whether or not these will be funded through Medicaid
3
. The number of abortion 

providers available to women, the costs of having an abortion and funding of abortions might have 

an impact on the declining number of abortions performed in the U.S. in total, and will be examined 

further in this chapter.  

 

 

7.1 Abortion providers 

The number of abortion providers available to women who want an abortion can have great 

influence on women‟s decision on whether to have an abortion or not. The lack of providers in a 

region, state or county can prevent some women from seeking an abortion and force them to carry 

their pregnancy to term although they would have preferred to have an abortion. So if the lack of 

providers is a barrier that prevents women from having abortions, this could affect the abortion rate 

which will then decrease or remain constant.   

 

In recent years, many regions, states and counties have limited the number of abortion providers, 

which often means that women have to travel long distances to have an abortion. Especially women 

living outside metropolitan areas experience the declining number of abortion providers, and 

sometimes have to travel across state lines to have an abortion (Rose, 2007: 89). In the year 2000, 

the overall number of abortion providers in the U.S. had declined 11 per cent from 2,042 providers 

in 1996 to 1,819 providers in 2000. This number declined even further by two per cent between 

2000 and 2005 (see Table 7.1). 

 

When looking at the four different regions, Northeast, Midwest, South and West, we can see that 

                                                           
3
 Medicaid is a joint U.S. federal-state health programme that provides low-income groups of the population, mostly 

women, with basic health care coverage, as they are too poor to afford care on their own. 
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women living in the Northeast and the West had the best possibility of having an abortion in 1996, 

2000 and 2005. These two regions had the highest numbers of abortion providers compared to the 

Midwest and South. The Northeast and the West also had higher rates of abortions in those years 

compared with the Midwest and the South and were, therefore, in need of more abortion providers.  

 

Women living in the Midwest and the South did not fare as well as women in the Northeast and the 

West. They had to travel further to have an abortion because of the paucity of providers in these two 

regions. Maybe the lower rate of abortions in the Midwest and South could be explained by the 

paucity of providers in these two regions, as it is more difficult for women to access an abortion 

provider, and some might chose to continue their pregnancy instead of going through the difficulties 

of finding a provider.  

 

Table 7.1 Number of abortion Providers by U.S. total and by region 

 

 

 

 

 

 

 

 

 

 

 

 

 

When looking at Table 7.2, it becomes obvious that states vary greatly in the number of abortion 

providers. Although, there were increases of providers in both North Dakota and Arkansas between 

1996 and 2000, these two states saw the sharpest decline of providers between 2000 and 2005 (50 

per cent and 57 per cent, respectively). Mississippi and South Carolina saw decreases of 50 per cent 

and 40 per cent, respectively. These percentages seem very dramatic at first sight, but if we look at 

the number of providers in these four states, the decline only represent a fall in providers of one, 

 

Source: Adapted from Rachel Jones, Mia R. S. Zolna, Stanley K. Henshaw and Lawrence B. 

Finer, “Abortion in the United States: Incidence and Access to Services, 2005”. 
Perspectives on Sexual and Reproductive Health, 40, no. 1: 6-16 (2008) 
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four, two and four respectively.  However, in states with few providers, a decline of one to four 

providers can have significant consequences for the women who are in need of an abortion and, 

therefore, dependent on these service facilities. Furthermore, these four states impose some of the 

strictest laws on women who want an abortion, which might also affect the low rates of abortions in 

these states, i.e. 9.6, 8.3, 4.9 and 7.9 compared to the U.S. total which was 19.4 in 2005.  

 

 

Table 7.2 Number of abortion Providers decrease by selected states 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

States which saw the sharpest percentage increase of providers between 2000 and 2005 were states 

like Georgia (31 per cent increase), West Virginia (33 per cent increase), Alaska (29 per cent 

increase), and Utah (50 per cent increase). Again, these percentages seem very high, but in fact they 

only represent an increase in the number of providers of eight, one, two and two, respectively (see 

Table 7.3).  

 

Although, you would expect to see the largest increases in states that have less restrictive laws, than 

for example Alaska and Georgia, this is in fact true if you look at the numbers of providers and not 

the percentage increase between 2000 and 2005. Between 2000 and 2005, we find the largest 

increases in the number of providers in states like New York and California (increases of 27 and 

24), although these increases only represent percentage increases of 12 per cent and 6 per cent, 

 

Source: Adapted from Rachel Jones, Mia R. S. Zolna, Stanley K. Henshaw and 

Lawrence B. Finer, “Abortion in the United States: Incidence and Access to Services, 

2005”. Perspectives on Sexual and Reproductive Health, 40, no. 1: 6-16 (2008) 
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respectively (see Table 7.4). Nevertheless, New York and California are the two states which 

provide most abortion facilities to women compared to all other states (261 and 424 in 2005, 

respectively). A major reason the high number of providers can by explained by the fact that they 

are both metropolitan areas, which tend to have more providers than rural areas. Metropolitan areas 

also tend to have less restrictive abortion laws, which show in their relatively high abortion rates, 

which were 38.2 and 27.1 per 1,000 women in 2005. However, it is worth noticing that these figures 

had actually fallen since 2000, where they were 39.1 and 31.2, respectively (Jones, Zolna, 

Henshaw, Finer, 2008: 12). 

 

Table 7.3 Number of abortion Providers increase by selected states, 2000 and 2005 

 

 

 

 

 

 

 

 

 

 

 

 

Table 7.4 Number of abortion Providers, New York and California, 2000 and 2005 

 

 

 

 

 

 

 

 

 

 

 

 

Sources for tables 7.3 + 7.4: Adapted from Rachel Jones, Mia R. S. Zolna, Stanley K. 

Henshaw and Lawrence B. Finer, “Abortion in the United States: Incidence and Access 

to Services, 2005”. Perspectives on Sexual and Reproductive Health, 40, no. 1: 6-16 

(2008) 
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Further, the percentage of U.S. counties without a single provider increased from 77 per cent in 

1978 to 87 per cent in 2005. Thus the percentage of women of childbearing age, living in a county 

without a provider, increased from twenty-seven to thirty-five per cent (Jones, Zolna, Henshaw, 

Finer, 2008: 7). 

 

Women living in the South and the Midwest had less access to providers in their counties compared 

to women living in the Northeast and the West. Fifty per cent of the women living in the Midwest 

and forty-seven per cent of women living in the South did not have access to a provider in their 

county. Correspondingly, these figures were seventeen and fifteen per cent for women living in the 

Northeast and West, respectively. However, the populations in the Northeast and the West are 

concentrated in metropolitan areas, where more providers are available, which could explain why so 

few women live in counties without a provider, compared to the Midwest and the South (Jones, 

Zolna, Henshaw, Finer, 2008: 6+10). 

 

As can be seen from the above, there is a correlation between the number of providers and the rate 

of abortions in the four regions, the Northeast, Midwest, South and West. Regions with many 

providers have higher rates of abortions and regions with few providers have lower rates of 

abortions. Broken down to state level, states that have many providers tend to have higher rates of 

abortions than states with few providers. However, states in the Northeast and the West might see 

high abortion rates due to the fact that many women have travel to states in these regions to have an 

abortion, as this might not be possible in their own region and state. According to Melody Rose, 

author of Safe, Legal, and Unavailable? Abortion Politics in the United States, 34 per cent of all 

U.S. women lived in a county without an abortion provider in 2000 (Rose, 2007: 89). This figure 

increased to 35 per cent in 2005, which suggest that a substantial number of women have to travel 

long distances to obtain an abortion (Jones, Zolna, Henshaw, Finer, 2008: 6). This could be a barrier 

that prevent some women of having an abortion and, thereby, affect the abortion rate. 

 

 

7.2 The cost of having an abortion 

The 1973 Supreme Court ruling, Roe v. Wade, recognised a women‟s right to terminate her 

pregnancy in consultation with her physician. Some claim that this right came without access for 

especially poor women, as women in many states have to cover the costs of terminating their 
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pregnancy themselves. For some women, the cost of having an abortion can be a barrier that 

prevents them from having an abortion. Alternatively, some women seek public funding to help 

them cover the costs of having an abortion, as some states provide fund abortions through 

Medicaid. Medicaid is a joint federal-state health programme that provides health care for poor 

people. However, because of the increasing costs of having an abortion, and Medicaid restrictions 

on abortions in most states, many women are forced to have children they, otherwise, would not 

have had (Boonstra, 2007:16). This could have had an effect on the abortion rate. 

 

The cost of having an abortion varies due to many factors. Besides the cost of having to pay for the 

procedure, women face expenses such as having to travel long distances to and from an abortion 

service provider, as well as time spend away from work. These are all factors that add to the cost of 

having an abortion and that can cause a woman to delay the termination of her pregnancy or even 

decide to carry her pregnancy to term, regardless of her personal preferences. But delaying an 

abortion only makes the procedure more expensive, as the cost of having an abortion increases the 

further along a woman is in her pregnancy (Rose, 2007: 90). This means that having an abortion at 

20 weeks of gestation would constitute extra costs for a woman, because of the extra time and skills 

needed by the provider, to perform abortions at this late stage of a pregnancy. Further, an abortion 

at 20 weeks of gestation also involves a greater health risk for the woman.  

 

In 1997, the average cost of a first-trimester abortion was $316. The cost of an abortion rose to 

$1,109 at 20 weeks of gestation (see Table 7.5). By 2001, those figures were $468 and $1,179, 

respectively. Notably, the first-trimester costs grew much faster than inflation, according to the U.S. 

Bureau of Labor Statistics (an actual cost of $468 versus an inflation-adjusted estimate of $349). 

However, the actual costs of an abortion at 20 weeks of gestation were actually lower than the 

inflation-adjusted estimate ($1,179 versus $1,224) (see Table 7.6). A similar finding occurs when 

comparing actual costs to inflation-adjusted estimates in 2006. By that year, actual costs were $523 

(the inflation-adjusted estimate was $397) and $1,339 (the inflation-adjusted estimate was $1,393). 

In sum, the inflation-adjusted costs of a first-trimester abortion rose dramatically from 1997 to 

2006; more than 20 per cent, while the costs for an abortion at 20 weeks gestation actually fell, in 

inflation-adjusted terms, by almost five per cent. (Finer and Henshaw, 2003: 19) (Jones, Zolna, 

Henshaw, Finer, 2008: 14) (Boonstra & Sonfield, 2000: 10) (CPI Inflation Calculator). 
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As can be seen from above, the actual price of first-trimester abortions have increased substantially 

from 1997 to 2006. Compared to the inflation-adjusted prices, the actual charge for first-trimester 

abortions increased quite dramatically, which meant that women in need of a first-trimester abortion 

 

 

Sources: Adapted from Rachel Jones, Mia R. S. Zolna, Stanley K. Henshaw and Lawrence B. Finer, “Abortion in 

the United States: Incidence and Access to Services, 2005”. Perspectives on Sexual and Reproductive Health, 40, 

no. 1: 6-16 (2008) and Heather Boonstra and Adam Sonfield, “Rights Without Access: Revisiting Public Funding 

Of Abortion for Poor Women”, The Guttmacher Report on Public Policy, 3 (2), 2000 and Lawrence B. Finer and 

Stanley K. Henshaw “The Accessibility of Abortion Services In the United States, 2001”, Perspectives on Sexual 

and Reproductive Health, 35 (1), 2003  

Sources: Adapted from Heather Boonstra and Adam Sonfield, “Rights Without Access: Revisiting Public Funding Of 

Abortion for Poor Women”, The Guttmacher Report on Public Policy, 3 (2), 2000. Inflation figures, 2001 and 2006, 

calculated by using the CPI Inflation Calculator from the U.S. Bureau of Labor Statistics, 

http://www.bls.gov/data/inflation_calculator.htm. 

Table 7.6 1997 inflation-adjusted average charges (in U.S. $) for first-trimester abortions and abortions at 20 

weeks gestation, 2001 and 2006 

Table 7.5 Actual average charges (in U.S. $) for first-trimester abortions and abortions at 20 weeks gestation, 1997, 

2001 and 2006 
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had to earn more money to be able to pay for the procedure in 2001 and 2006 than in 1997. 

Surprisingly, the actual average charge of having an abortion at 20 weeks gestation was lower than 

the inflation-adjusted charge.  

  

The charges for having an abortion in the U.S. is bound to affect especially poor women, who might 

not be able to find the financial means to cover the cost. But nonetheless, women living below the 

poverty level are more likely to have an abortion than women living above the poverty level (see 

Table 3.4 page 10). This shows us that women in need of an abortion, regardless of her financial 

situation, will in most cases manage to obtain one (Boonstra, 1007: 14). However, the abortion rate 

for poor women is also partly due to the fact that this group has a very high pregnancy rate 

compared to middle- and higher-income women groups (see Table 3.5 page 11).  

 

As stated above, the costs of having a first-trimester abortion has increased substantially from 1997 

to 2006. Although, the price of having an abortion at 20 weeks gestation is higher than first-

trimester abortions, the price of abortions at 20 weeks gestation did not increase quite as 

dramatically as the price of a first-trimester abortion in real terms. But terminating a pregnancy at 

20 weeks gestation is still about three times as expensive as a first-trimester abortion. Nonetheless, 

a research has found that poor women take more time to confirm a possible pregnancy and are up to 

three weeks longer than other women in obtaining an abortion, which only add to the cost of having 

the procedure performed. When asked, these women would have preferred to have had their 

abortions at an earlier stage. However, many poor and low-income women do not have the choice to 

have an abortion at an early stage and, thereby, avoid the increasing cost of having it at a later stage. 

They find it difficult to find the money to pay for the abortion and often end up paying for the 

abortion with money otherwise meant for rent, utility bills, food and so forth. For some women this 

means that they have no choice but to carry their pregnancy to term. Had federal funding of 

abortions in their state been available, these women would have probably had an abortion, and at an 

earlier stage (Boonstra, 1007: 14).  
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7.3 Federal funding of abortions – The Hyde Amendment 

In the years following the U.S. Supreme Court‟s decision in 1973 in Roe v. Wade, which made 

abortion in the United States legal, abortions covered through Medicaid came without restrictions.  

 

However, in 1977 all federal funding of abortions covered by Medicaid were restricted with the 

passing of the Hyde Amendment. Strong opponent of abortion, Representative Henry Hyde (R-IL), 

drafted the Hyde Amendment, and came with the following statement in a congressional debate 

over Medicaid funding of abortions: “I certainly would like to prevent, if I could legally, anybody 

having an abortion, a rich woman, a middle-class woman, or a poor woman. Unfortunately, the only 

vehicle available is the...Medicaid Bill” (Boonstra, 2007: 12). For Henry Hyde and other opponents 

of abortion, public funding of abortions has been a key factor in reducing the number of abortions in 

the U.S.  

 

The restrictions that came with the Hyde amendment meant that women no longer had the right to 

have an abortion paid for through any federal funding. However, an exception was made to the 

original Hyde Amendment, in which a woman could have an abortion paid for by federal money. 

This meant that Medicaid funding covered the costs of abortions for women whose life was in 

danger because of a pregnancy. In 1978, Medicaid funding of abortions included funding of 

abortions in cases of rape, incest, life endangerment, and physical health damage to the woman. But 

in 1979, the physical health exception was excluded and in 1981 only abortions in cases of life 

endangerment was covered through federal funds. Since 1997, Medicaid coverage has included 

federal funding of abortions in cases of incest and rape, as well as life endangerment (Boonstra, 

2007: 12). All states have to comply with the Hyde Amendment regardless of state laws that may be 

more restrictive. Currently Thirty-two states and the District of Columbia comply with the federal 

standard and provide abortions in cases of life endangerment, rape and incest. Seventeen states use 

state funds to provide all or most medically necessary abortions (under the broad definition in Doe 

v. Bolton
4
), and one state, South Dakota, only provide abortions in cases of life endangerment, 

which is in violation with the federal standard (NAF, 2006).  

 

However, it is important to emphasize that the Hyde Amendment only affects federal spending and 

                                                           
4
 Doe v. Bolton, 1973 Supreme Court case in which a Georgian law that prohibited abortion, except in cases of medical 

necessity, rape, incest, and fetal abnormality, was ruled as being unconstitutional, because it violated a woman‟s right to 

chose abortion as recognised in Roe v. Wade. 
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not state spending of abortions. The individual states are allowed to use their own funds to cover 

additional abortion services to its citizens.  

 

Studies suggest that the restriction of Medicaid funding of abortions does have an impact on the 

abortion rate, as it can influence a woman‟s choice on whether or not to carry her pregnancy to 

term, due to the medical costs. An analysis by researchers at Princeton University‟s Office of 

Population Research and the Alan Guttmacher Institute, regarding the number of abortions to 

Medicaid eligible women in two states before and after the Hyde Amendment was enforced, 

indicate that about 20 per cent of the women who would have obtained an abortion had Medicaid 

funding been available, were unable to do so after the implementation of the Hyde Amendment 

(Boonstra & Sonfield, 2000: 10). 

 

Furthermore, a 1994-1995 study of abortion patients show that the abortion rate for Medicaid 

eligible women, who live in states where Medicaid funding of abortions is available, is 3.9 times 

higher than that of women who are not covered through Medicaid. Additionally, in states where 

Medicaid funding of abortions is not available, Medicaid eligible women have an abortion rate that 

is 1.6 times higher than that of non-eligible Medicaid recipients. This difference indicate that the 

funding of abortions through Medicaid, does have an impact on the abortion rate, and certainly have 

an impact on low-income women‟s possibilities of terminating a pregnancy (Boonstra & Sonfield, 

2000: 10). A report from the Heritage Foundation, further emphasise the impact of Medicaid 

restrictions on the abortion rate. The report shows that Medicaid funding restrictions between 1985 

and 1999 reduced the abortion rate by an average of 2.34 abortions per 1,000 women between 13 

and 17 years old (New, 2007: 5).  

 

To sum up, the declining number of abortion providers in the U.S. can be a barrier for many women 

in desire of an abortion. Some women have to travel long distances to have an abortion which only 

adds to the cost of the procedure and prevents some from using their constitutional right to have an 

abortion. As can be seen from the above, regions with few abortion providers have lower abortion 

rates than regions with more abortion providers available to women, which indicate that the number 

of providers does have an impact on women‟s choice to have an abortion.  

 

However, the cost of an abortion seem to have little impact on the abortion rate as most women in 



44 
 

need of an abortion, poor or rich, will in most cases manage to obtain one. As shown in this chapter, 

poor women are more likely to obtain an abortion although it can be difficult for them to scrape 

together the necessary funds to pay for an abortion. It would have been easier for these women to 

obtain an abortion public funding been available. However, funding of abortions was restricted with 

the passing of the Hyde Amendment except in cases of rape, incest or life endangerment of the 

mother. Most states have chosen to follow the restrictions permitted under the Hyde Amendment. 

  

Because of these restrictions, a significant percentage of pregnancies that would have otherwise 

been aborted are instead carried to term, a study shows. Especially poor women are sometimes 

forced to forego their right to have an abortion or to wait longer to have an abortion while scraping 

together the necessary funds to cover the charges, and some women are forced to have children they 

did not plan for (Boonstra and Sonfield, 2000: 10). This could have caused a change in the falling 

abortion rate. 
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8. Labour market shifts 

During the two World Wars, women were actively encouraged to join the labour force due to lack 

of male workers that fought in the Wars. Since then, the number of women in the U.S. labour force 

has continued to increase. However, due to little governmental commitment to child care, it can be 

difficult for women to reconcile work with having children (Hansen, 1991: 66). Therefore, when 

trying to explain the falling abortion rate, women‟s increased participation in the U.S. work force 

could be a factor that might have caused a decrease in the U.S. abortion rate. That is, if women are 

working, this leaves little time for childcare and women might therefore be better at protecting 

themselves from pregnancies and the need for abortion will, therefore, decrease. 

 

Since 1970, the proportion of women in the U.S. labour force has increased from 43 per cent to 

nearly 60 per cent in 2007 (see figure 8.1). Rising work and economic opportunities has given 

women more choices, which has included whether or not to have children and when to have 

children.  

 

In 2007, 46 per cent of the total U.S. work force was represented by women. Better wages and 

personal ambitions have meant that women are more likely to choose to work even when not 

economically compelled to do so. Furthermore, as women are in greater control of, if and, when to 

have children, they pursue an education and career to a greater extent than women before them (Lee 

and Mather, 2008: 5).  

 

 

 

 

 

 

 

 

 

 

 

 

Figure 8.1 U.S. Labour force participation of men and women, 1970 to 2005 

 

Source: Adapted from M.A. Lee and M. Mather “ U.S. Labor Force Trends”, Population 

Bulletin, 63 (2), (2008) 
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Although women are pursuing careers to a greater extent than before, women have not given up on 

having children. However, on average women are having fewer children which frees up time to 

work outside the home. In 1970, the average number of children per family was around 2.5; a 

number which had decreased to 2.0 by 1990 where it has, more or less, remained stable since 

(OECD).   

 

Furthermore, women are waiting longer to have children. The average age first-time moms went 

from 21 in 1970 to 25.2 in 2005 – a trend also seen in other industrialised countries (Martin, 2009: 

2).  If a woman decides to have children later in life, she might be more attentive to the fact that she 

needs to protect herself by a contraceptive method in order to avoid an unwanted pregnancy and a 

possible abortion.  

 

Due to increasing unemployment and falling real incomes, the U.S. labour market has become more 

competitive and women might, therefore, be less willing to take the risk of loosing her job due to a 

pregnancy. American families are increasingly dependent on a two-wage income which is also 

evident from the number of women on the labour market. It is through their income that families 

provide for their children and meet their material needs (Mishel, Bernstein, Shierholz, 2009) and if 

their income fall, families are less likely to be able to afford having children.  

 

From the above, women‟s participation in the labour force could correlate with the falling abortion 

rate. The growth of women in the labour force show that women are no longer satisfied with being 

stay-at-home moms. In fact 46 per cent of the total workforce in the U.S. in 2007 comprised of 

women (Lee and Mather, 2008: 5). Women pursue careers to a greater extend today than women 

did in previous decades, which for some women means their career does not leave room to have 

children and, therefore, they might be better at protecting themselves from getting pregnant. 

Further, women might be less willing to take the risk of losing jobs and incomes due to a 

pregnancy. Therefore, increased participation by women in the U.S. labour force could have 

contributed to a decrease in the need for abortions and, thereby, led to a decrease in the abortion 

rate.  

 

 

 



47 
 

9. Contraception 

According to the U.S. Census Bureau, the U.S. population reached a total of 281,421,906 in 2000. 

Of that, more than half (143,368,343) were women, including 61,576,997 who were in their 

reproductive age, i.e. between 15-44 years old (US Census Bureau, 2000). If this group of women 

had no desire to become pregnant, they would have to protect themselves either by abstaining from 

sexual intercourse or protect themselves by using a contraceptive method. If failing to do so, this 

could lead to an increase in the unintended pregnancy rate and, thereby, in the abortion rate. 

 

 

9.1 The need for insurance 

Studies show that the risk of an unwanted pregnancy is drastically reduced when a contraceptive 

method is used. According to The Alan Guttmacher Institute, 34 million women in the U.S. were in 

need of contraceptive services in 2000, as this group of women were not seeking to become 

pregnant. Nonetheless, half of all pregnancies in the U.S. are still unintended, and half of those end 

in abortion. An explanation for this might be the fact that the costs of using a contraceptive method, 

to protect oneself from an unwanted pregnancy, has increased and the need for contraception over a 

long period of time in a person‟s life can, therefore, be very costly and difficult to access. Limited 

access to contraceptives is a barrier many low-income and poor women have to face and which 

might be an important factor that affects the high number of abortions performed in the U.S.  

 

Although, Medicaid is a way for low-income and poor women to receive health insurance and, 

thereby, help cover the cost of contraception, the number of abortions among poor women increased 

by 25 per cent between 1994 and 2000, which shows us that there still is a vast number of women 

and men who are sexually active and not using contraception at all or using it incorrectly.  This 

group of women, the low-income and the poor, have to face the fact that they cannot afford to pay 

for contraception and are, therefore, very dependent on health insurance like Medicaid to help cover 

the costs. If a woman is uninsured -  maybe she does not qualify for one of the publicly funded 

health insurance programmes or think it is too difficult to apply for one of these programmes - this 

could lead to a rise in unintended pregnancies and, thereby, an increase in the number of women 

having an abortion. Especially, poor and low-income women are most unlikely to have the means to 

pay for contraceptives and will, therefore, be very dependent on health insurance to help cover these 

costs. As can be seen from Figure 9.1, 66 per cent of all U.S. women were covered through private 
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insurance, 11 per cent (6.5 million women) covered through Medicaid or SCHIP (State Children‟s 

Health Insurance Program), 20 per cent were uninsured, and three per cent had other coverage in 

2000.  

 

  

 

 

 

 

 

 

 

 

 

 

These figures look different, taken only poor women into consideration (see Figure 9.2 above). In 

2000, 23 per cent of this group were covered through private insurance, 35 per cent were insured 

through Medicaid or SCHIP, 40 per cent were uninsured, and two per cent had other coverage. 

When comparing these two figures, it is clear that poor women have less insurance when compared 

to all U.S. women. 20 per cent of all U.S. women did not have insurance in 2000, while this number 

was twice as high for poor women (40 per cent). Further, only 23 per cent poor women could afford 

private insurance in 2000, compared to 66 per cent for all U.S. women. Therefore, more poor 

women tend to be on Medicaid or are uninsured, as they cannot afford the price of private insurance 

(Sonfield, 2003: 2). The disparities that exists between all U.S. women in total and poor women, 

could be a reason as to why both the pregnancy rate and the abortion rate among poor women are 

much higher than among women above the poverty level (see Table 3.4, page 10 and Table 3.5, 

page 11).  

 

In a letter to their senate colleagues, former Senator Hillary Rodham Clinton and Senator Harry 

Reid declared that the “most effective way to prevent unintended pregnancy and reduce abortions is 

to improve access to safe, affordable, and effective contraceptive methods”. If Medicaid was 

Sources for figure 9.1 and 9.2: Adapted from Adam Sonfield, ”Preventing Unintended Pregnancy: The Need And the 
Means”, 2003. 

  

Figure 9.1 Insurance coverage for all U.S. women,               Figure 9.2 Insurance coverage for poor U.S. women,  

aged 15-44.          aged 15-44. 
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expanded to cover contraceptive services for all U.S. women this could have the potential to reduce 

unplanned pregnancies and abortions significantly, an analysis shows. Still, data shows that the 

drop in contraceptive use among poor women between 1995 and 2002 was significantly larger than 

the drop among middle- and upper-class women. This trend is also reflected in the high rate of 

unintended pregnancies among poor women, which increased by 29 per cent between 1994 and 

2001, even as it fell 20 per cent for more affluent women (Gold, 2006: 2). This picture shows us 

that poor and low-income women are very reliant on Medicaid for health related services including 

contraceptive services, but still 40 per cent of these women are without any insurance coverage at 

all. Adam Sonfield from the Guttmacher Institute believes that the lack of health insurance among 

low-income and poor women could be explained by a perceived social stigma, lack of knowledge 

about the programme or difficulty in applying and maintaining coverage through Medicaid 

(Sonfield, 2003: 2). Furthermore, Medicaid coverage varies from state to state, but most state 

Medicaid programmes cover prescription contraceptive methods like the IUD (intrauterine device), 

injectable contraceptives, oral contraceptives and some even cover non-prescription contraceptives 

like condoms, spermicides and the contraceptive sponge (Gold, Richards, Ranji, Salganicoff, 2007: 

4) (Rose, 2007: 32, 36). However, as prescription contraceptives, like the above mentioned, are 

more effective than non-prescription contraceptives, they are better at preventing unintended 

pregnancies and, thereby, abortions (Culwell and Feinglass, 2007: 226). But prescription 

contraceptives are more expensive than non-prescription contraceptives, which prevent many 

women from using them which again increases women‟s risk of an unintended pregnancy. 

 

Further, a large number of abortions could be averted, if Medicaid coverage was extended to cover 

contraceptive services for women who would receive funding for pregnancy-related care in case of 

an unplanned pregnancy. A study by the Guttmacher Institute shows that if parity was established 

between Medicaid coverage of contraceptive services and pregnancy-related care, this could reduce 

the unplanned pregnancy rate by 471,100 and, thereby, the abortion rate by 189,900 in a year (Gold, 

2006: 5). 

 

 

9.2 Contraceptive use 

The U.S. has one of the highest rates of unintended pregnancies among the industrialized countries. 

Nearly three million unintended pregnancies occur each year and half of these pregnancies happen 



50 
 

despite the use of a contraceptive method, which either does not work properly or is used 

incorrectly or used inconsistently. The other half of the unintended pregnancies occurs because no 

contraceptive method was used even though the woman was not trying to become pregnant at the 

time. The number of unintended pregnancies and, thereby, the number of abortions, could have 

been reduced if a contraceptive method had been used, and used correctly, during the month of 

pregnancy (Dailard, 2006: 1).  

 

Since the mid-1980s, the U.S. has seen a fall in the number of reported abortions, which could be 

explained by an increase in contraceptive use among reproductive-age women between 15 and 44 

years. In 1982, the number of reported abortions reached a high 28.8 per 1,000 women. According 

to Table 9.3, this was a year when only 55.7 per cent of all women used a contraceptive method and 

44.3 per cent did not, which might help explain the high number of abortions that year. In 1995 the 

number of women who had abortions fell to 22.5 per 1,000 women, and the percentage of women 

using a contraceptive method rose to 64.2 per cent. Further, the number of women who did not use 

any protection fell to 35.8 per cent. Surprisingly, the abortion rate decreased further to 20.5 in 2002, 

despite the percentage of women using a contraceptive method fell to 61.9 per cent, a 2.3 

percentage point decrease. Further, 38.1 per cent did not practice contraception at all in 2002 and 

were, thereby, in high risk of becoming pregnant (Mosher, Martinez, Chandra, Abma, Willson, 

2004: 17) (Finer, Henshaw, 2006: 5).  

 

 

 

 

 

 

 

 

 

 

 

 

 

Sources: Adapted from William D. Mosher, Gladys M. Martinez, Anjani Chandra, Joyce C. Abma, 

Stephanie J. Willson, “Use of Contraception and Use of Family Planning Services in the United States: 

1982–2002”, Advance Data , 350 (2004) and Lawrence B. Finer and Stanley K. Henshaw “Estimates of 

U.S. Abortion Incidence, 2001–2003”, Perspectives on Sexual and Reproductive Health, 35 (1), (2003) 

Table 9.3 Percentage use of contraceptives among U.S. women between 15 and 44 years old, 1982, 1995 and 2002 
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The decrease in contraceptive use, among women at risk of unintended pregnancies, grew more 

among some groups of women. Between 1995 and 2002, the percentage of poor women at risk of 

getting pregnant and who practiced contraception, fell from 92 per cent to 86 per cent (Gold, 2006: 

3). Further, in 2002, contraceptive use among poor women with incomes between 0 and 149 per 

cent of the poverty level, were 3.1 per cent lower compared to women with incomes 300 per cent 

above the poverty level (Mosher, Martinez, Chandra, Abma, Willson, 2004: 21).  

 

When looking at race (see Table 9.4), Hispanic and Black women did not practice contraception to 

the same degree as White women did. In 1982, 50.6 per cent Hispanic, 57.3 per cent White and 51.6 

per cent Black women used contraceptives. These percentages had increased by 1995, where the 

percentage of Hispanic and Black women, who were using contraceptives, was 59 and 62.1 per 

cent, respectively, compared to 66.1 per cent for White women. In 2002, contraceptive use among 

Black and White women decreased whereas contraceptive use among Hispanic women remained 

the same. Looking at Table 9.4, 59 per cent Hispanic women practiced contraceptives in 2002, 

compared to 57.4 per cent for Black women and 64.5 per cent for White women, respectively 

(Piccinino and Mosher, 1998: 5) (Mosher, Martinez, Chandra, Abma, Willson, 2004: 21).  

 

As can be seen, there has been a decrease among Black and White women‟s use of contraceptives 

from 1995 to 2002. Further, Hispanic women practiced contraceptive use to a better degree than 

Black women in 2002, despite the fact that the percentage of Hispanic women who used 

contraceptives had remained the same from 1995 to 2002. 
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The decrease in contraceptive use among White and Black women, between 1995 and 2002, could 

have been caused by a decrease in the U.S. population of White and Black women in their 

reproductive age. Likewise, among Hispanic women, one could assume that there has been no 

change in the female population size of this group of women. In order to see if the change in 

contraceptive use among these groups of women has been influenced by a change in population 

size, female population data needs to be examined.  

 

The most reliable female population date can be retrieved from the U.S. Census Bureau. However, 

it has not been possible to obtain these data from the years 1995 and 2002. Instead the years 1990 

and 2000, should give an indication on whether the female population has increased or decreased 

(see Table 9.5). 

 

 

 

 

 

Table 9.4 Percentage U.S. Women‟s (between 15-44 years old) use of contraceptives by race, 1982, 1995 and 2002 

 

Sources: Adapted from William D. Mosher, Gladys M. Martinez, Anjani Chandra, Joyce C. Abma, Stephanie J. 

Willson, “Use of Contraception and Use of Family Planning Services in the United States: 1982–2002”, Advance 

Data, 350 (2004)  and Linda J. Piccinino and William D. Mosher, “Trends in Contraceptive Use In the United States: 

1982-1995”, Family Planning Perspectives, 30 (1), (1998) 
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As can be seen from Table 9.4, the fall in contraceptive use among Black women cannot be 

explained by a decrease in the Black female population, as the population size of this group 

increased by 688,474 (8.8 per cent). However, the fall in contraceptive use among White women 

could be explained by a fall in the White female population, as the population size of this group 

decreased by 1,472,003 (4.3 per cent). Further, the female Hispanic population grew by 2,959,312 

(53.3 per cent) between 1990 and 2000. Although, there has been a vast increase of Hispanic 

women in the U.S., this seems to have had no impact on the percentage of Hispanic women using 

contraceptives. 

  

The fall in the abortion rate might be explained by an increase of contraceptive use from 1982 to 

2002. Although, there were small decreases in contraceptive use among some groups of women 

from 1995 to 2002, this did not manifest in the abortion rate which continued to fall from a high 

28.8 in 1982 to 20.5 in 2002. However, as will be examined next, a new type of contraceptive, 

which is known as the “Morning-After-Pill”, “Plan B” or “emergency contraception”, might have 

had an even greater influence on the abortion. 

 

 

Source: Data retrieved from the U.S. Census Bureau http://factfinder.census.gov/servlet/DTTable?_bm=y&-

geo_id=01000US&-ds_name=DEC_2000_SF1_U&-_lang=en&-mt_name=DEC_2000_SF1_U_P001&-

mt_name=DEC_2000_SF1_U_P012&-format=&-CONTEXT=dt  

Table 9.5 Size of the U.S. female population (between 15-44 years old) by race, 1990 and 2000 
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9.3 The ‘Morning-After-Pill’ 

Emergency contraception has existed for more than thirty years and the United Kingdom became 

the first country to approve a product labelled as emergency contraception. In the U.S., a dedicated 

product did not get approved by the FDA until 1998. Before this time, doctors in the U.S. 

proscribed „normal‟ oral contraception with the right amount of hormones to women in need of 

emergency contraception. Therefore, many women knew little about emergency contraception 

which might have contributed to the high abortion rates during the 1980s and the beginning of the 

1990s (Boonstra, 2002). However, since then, awareness on emergency contraception has grown. 

 

In 1999, a new type of emergency contraception, the so-called “Morning-After-Pill”, “Plan B” or 

“emergency contraception”, was approved as a prescription-drug only. The difference from 

previous emergency contraceptives is that the new emergency pill (RU-486) only contains progestin 

hormones and not oestrogen. The progestin-only emergency contraceptives can reduce the risk of 

pregnancy by 89 per cent if taken within seventy-two hours of intercourse, whereas previous 

emergency contraceptives, containing both progestin and oestrogen, only reduces the risk of 

pregnancy by 75 per cent if taken within seventy-two hours of intercourse (Weiss, 2006: 2). 

Therefore, the RU-486 emergency contraceptives have a better change of reducing unintended 

pregnancies and, thereby, abortions. 

 

The „new‟ emergency contraception has been credited by some experts as contributing to the 

declining abortion rate since its introduction in 1999, and might have been a factor that explains the 

continuing falling abortion rate in the U.S. Experts believe that the morning-after-pill have 

prevented one hundred thousand unintended pregnancies and, thereby, fifty-one thousand abortions 

in 2000. Moreover, between 1994 and 2000, experts believe that 43 per cent of the decrease in total 

abortions can be attributed to increased use of emergency contraceptives. However, at its 

introduction, the Plan B contraception could only be bought on prescription, which meant that a 

woman had to consult a physician before being able to buy it, which increased her risk of an 

unintended pregnancy. Since its approval in 1999, abortion advocates have fought for its over-the-

counter status, which means that women no longer need to consult a physician to get a prescription. 

They succeeded in August 2006. However, women under eighteen are still required to obtain a 

prescription, which could increase their risk of an unintended pregnancy (AGI, 2009) (Boonstra, 

2002: 13) (Rose, 2007: 48).   
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Since 1995, the number of women, between 15 and 44 years of age, using emergency contraception 

has increased. It has not been possible to obtain figures from before 1995, which would have given 

a better indication of the change in emergency contraceptive use. However, the percentage using 

emergency contraception in 1995 was 0.8 per cent and increased to 4.2 in 2002, which is the latest 

figure available (see Table 9.6). Further, Table 9.7 shows that White women used emergency 

contraceptives to a greater extend than Hispanic and Black women. In 2002, 4.3 per cent White 

women, 3.8 per cent Hispanic women and 4.0 per cent Black women used emergency 

contraception, respectively (Mosher, Martinez, Chandra, Abma, Willson, 2004: 15). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Sources for Tables 4 and 5: Adapted from William D. Mosher, Gladys M. Martinez, Anjani Chandra, Joyce 

C. Abma, Stephanie J. Willson, “Use of Contraception and Use of Family Planning Services in the United 

States: 1982–2002”, Advance Data, 350, (2004) 

Table 9.6 Percentage women, 15-44 years old, who used emergency contraception, 1995 and 2002 

Table 9.7 Percentage women, 15-44 years old, who used emergency contraception in 2002, by race 
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Before and after the morning-after-pill was approved as an over-the-counter drug, opponents of 

abortion criticised it for leading to promiscuous and immoral behaviour. Several prolife groups, 

Concerned Women for America, the United States Conference of Catholic Bishops and more, 

regard the emergency contraception as tantamount to having an abortion. Further, some pharmacists 

refused to fill prescriptions or refused to stock the drug before its status as an over-the-counter drug, 

which only delayed a woman‟s chance of using the contraceptive, as she needed to take the pill 

within seventy-two hours after intercourse in order for it to work most efficiently and prevent a 

pregnancy. Still, after its over-the-counter status, some pharmacies do not stock emergency 

contraceptives because they say demand is low. The reason for the low demand could be a result of 

women not knowing about the drug. 

 

Currently, eight states have adopted restrictions on emergency contraception. In Pennsylvania, 

where women who are victims of sexual assault are provided with emergency contraceptives on 

request, hospitals are allowed to refuse a woman the emergency contraceptive on the grounds of 

religious beliefs. In case this happens, the hospital is required to transport the woman to another 

hospital that will provide her with the emergency contraception. Other states allow pharmacies to 

refuse to dispense contraceptives, including emergency contraception (Rose, 2007: 48) (AGI, 2009) 

(Boonstra, 2002: 11). These restrictions mean that it is more difficult for some women to access 

emergency contraceptives, which increases their risk of an unintended pregnancy that might lead to 

an abortion (AGI, 2009).  

 

Despite the struggle to get approved as an over-the-counter-drug, the Plan B contraception is a 

chance for women to avoid an unintended pregnancy in case of unanticipated sexual activity, 

contraceptive failure, or sexual assault. Each year, an estimated 32,000 pregnancies occur to women 

being victims of rape or incest. Abortion advocates are working towards a passage of legislation, in 

which hospitals would be required to offer emergency contraceptives to women who have been 

sexually assaulted. Currently, only sixteen states offer victims of sexual assault emergency 

contraceptives at hospital emergency rooms, fifteen states provide only information on emergency 

contraception, and 11 states provide emergency contraception only if the victim of sexual assault 

request it (AGI, 2009).  

 

The American Medical Association view emergency contraceptives as an essential component of 
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treatment for women who have been sexually assaulted. Therefore, the distribution of emergency 

contraceptives at hospitals is vital in order to help these women and to prevent an abortion in case 

of an unintended pregnancy. According to experts, the drug is a safe and effective method of 

contraception, which can reduce the risk of pregnancy by up to 89 per cent if taken within seventy-

two hours of intercourse. The Plan B contraception also reduces the need for abortion and might, 

therefore, have contributed to the falling abortion rate in the United States (Boonstra, 2002: 10) 

(Weiss, 2006). 

 

According to adjunct professor Felicia Stewart of the Centre for Reproductive Health Research & 

Policy at the University of California, wider access to emergency contraception could be the most 

promising way to reduce the high rates of unintended pregnancies and, thereby, the abortion rate 

(Boonstra, 2002: 13). Further, it is clear that the use of contraceptives is strongly correlated with a 

woman‟s financial resources, as poor women are less likely than more affluent women in using 

contraceptives and are, therefore, dependent on Medicaid for contraceptive services. If 

contraceptives were made easier for women to obtain and made available through Medicaid, this 

could have a downward effect on the abortion rate. As a consequence, poor women have a higher 

rate of unintended pregnancies and, thereby, a higher rate of abortions compared to women above 

the poverty level. Further, Black and Hispanic women fall behind in the use of contraceptives 

compared to White women, which can also be seen in their high rates of unplanned pregnancies and 

abortions. A reason for this could be that there are more poor women among Black and Hispanic 

women.  

 

It is clear that there is a correlation between increased use of contraceptives and the falling abortion 

rate, as the use of contraceptives has increased from 1982 to 2002 during the same period as the 

abortion rate has decreased. However, between 1995 and 2002 the use of contraceptives, among 

Black and White women, actually fell. The fall in contraceptive use did not show in the abortion 

rate, which continued to fall and, therefore, might be accredited to the increased use of emergency 

contraception between 1995 and 2002. The introduction and release as an over-the-counter drug, the 

Plan B contraception seems to have had great effect on the falling abortion rate in the U.S. It will be 

interesting to see if this trend continues in the years to come and whether a possible continued 

downward trend in the U.S. abortion rate can be explained by the emergency contraception. 
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9. Conclusion 

As examined in this thesis, a number of reasons could have contributed to the falling U.S. abortion 

rate in the U.S. since the 1990s. Variables such as changing public attitudes towards abortion, sex 

education in U.S. Schools, access to abortion, women‟s participation in the labour force and 

contraceptive use have been examined in order to establish which have been determining factors 

that have caused the decline in the abortion rate and which have been less important.  

 

As examined in chapter one, the typical woman having an abortion is between the ages of 20 and 30 

years, she has a low income (often poor) and she is Black or Hispanic. Despite the fact that women 

who share these characteristics are so well represented in the abortion statistics, the abortion rate on 

the national level has been decreasing since the 1990s. Reasons for the decreasing abortion rate 

were examined in following chapters. 

 

● In Roe v. Wade, a woman‟s right to abortion was established. It is difficult to say whether the 

Roe-ruling has had an impact on the abortion rate, as abortions up until 1973 was illegal and no 

reliable abortion statistics exist from before then. In 1973, the rate of abortion was 16.3 and from 

then on the abortion rate continued to increase until it reached a high 29.3 in 1981. Since 1981, the 

abortion rate fell – perhaps due to further Supreme Court rulings which restricted women‟s access 

to abortion. These court rulings might have had an impact on the abortion rate as the abortion rate 

decreased following the Webster and Casey court rulings.  

  

● Whether public attitudes towards abortion, unmarried mothers and cohabitation has had an effect 

on the abortion rate is difficult to determine. Attitudes sway forwards and backwards depending 

upon the way the issue is framed, but the majority of Americans do believe that abortion should be 

a woman‟s right, however, only under certain circumstances. During the 1990s, public attitudes 

towards unmarried mothers and cohabitation have gained momentum which might have made 

women chose childbirth over abortion. However, there are no clear indications that public attitudes 

could have had an influence on the falling abortion rate. 

 

● Abstinence from sexual activity would, in theory, have a decreasing effect on the pregnancy rate 

and, thereby, the abortion rate. However, studies show that it is difficult for people to practice 

abstinence consistently and abstinence education has not shown clear evidence that such 
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programmes delay the initiation of sex or reduce teen pregnancies. However, studies have found 

that a key factor behind the falling abortion rate is increased use of contraceptives. Therefore, more 

emphasis on comprehensive sex education should be encouraged as U.S. teenagers experience 

higher pregnancy and abortion rates, compared to other industrialised countries.  

 

● Lack of abortion providers makes it difficult for women to use their constitutional right to 

abortion. Since the number of abortion providers has declined, some women now have to face 

difficulties in having to travel long distances to have an abortion or to forego their right to an 

abortion and have children they, otherwise, would have aborted. The lack of providers could have 

had an influence on the abortion rate as regions with few providers have low abortion rates and 

regions with many providers have high abortion rates, compared with the U.S. total. The low 

abortion rates in the South and Midwest could, therefore, be an indication of how difficult it is for 

women to obtain an abortion in these regions.  

 

Besides the decreasing number of providers, the costs of having an abortion might also be a factor 

that influences a woman‟s choice to have an abortion, as it can be difficult, especially for poor 

women, to find the financial means to cover the costs of having an abortion. Nonetheless, women in 

need of an abortion, regardless of her financial situation, will in most cases manage to obtain one.  

 

Furthermore, studies suggest that restriction of Medicaid funding of abortions does have an impact 

on the abortion rate, as the percentage of women who would have obtained an abortion had 

Medicaid funding been available, was unable to do so with the implementation of the Hyde 

Amendment.   

  

● Increased female labour force participation in the U.S. could also have had an influence on the 

falling abortion rate, as women might be better at protecting themselves from a pregnancy in order 

to protect their job, and the need for abortion could, therefore, have decreased.  

  

● Although there are many factors that could explain the falling abortion rate, and might have had 

an influence, the major reason for the change in the abortion rate recedes in better use of 

contraceptives. As examined, there is a clear correlation between the use of contraceptives and the 

abortion rate; women‟s use of contraception increased from 1982 to 2002, and women used more 
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effective methods of contraception, which contributed to the falling abortion rate. Furthermore, the 

introduction of the new emergency contraception, that was approved by the FDA in 1998, probably 

have had an even greater effect on the abortion rate which continued to fall despite small decreases 

in contraceptive use between 1995 and 2002.  In fact, experts believe that the emergency 

contraception has contributed to a 43 per cent decrease in the abortion rate between 1994 and 2000.  

 

The emergency contraception addresses a number of problems that women experience in case of an 

unwanted pregnancy like access to an abortion provider, raising money for an abortion and the 

ability to react quickly to an unwanted pregnancy. It will be interesting to see how big an impact 

emergency contraception will have on the abortion rate in the future.  

 

International perspective  

Falling abortion rates is a trend that is seen in most developed countries. Since 1975, abortion rates 

in countries like Denmark, Finland, Italy and France have decreased by 40 to 50 per cent. Like in 

the U.S., the reduction in abortions can be explained by more effective use of contraceptives and a 

greater public understanding of how to obtain and use contraceptives in these countries. Lessons 

from the above mentioned countries demonstrate that legal and free access to abortions does not 

cause populations to increase their reliance on abortion in order to control fertility. On the other 

hand, increases in contraceptive use have driven down the abortion rates. Therefore, it makes no 

sense that the U.S. government tries to control the number of abortions through restrictions that 

make it more difficult for women to obtain an abortion (Henshaw, Singh and Haas, 1999).   

 

Although, abortion in South Korea is illegal, a survey-based estimate shows that the abortion rate 

fell from 44 per cent to 20 per cent, between 1970 and 1996. The decrease was due to increased 

contraceptive use, which increased dramatically from 25 per cent to 79 per cent in the same period. 

Further, South Korean women‟s total fertility rate fell from 4.5 to 1.8 per woman, between 1970 

and 1996 (Henshaw, Singh and Haas, 1999). This shows, clearly, that increased contraceptive use 

reduces the abortion rate. 

 

Furthermore, abortion rates in England and Wales, France and Sweden declined by 0.8, 3, 1.1 

respectively, during the 1990s. The declines coincided with the release of the RU-486 which shows 

the effects of emergency contraception on the abortion rate (Henshaw, Singh and Haas, 1999).  
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The above international trends present evidence on the effects of contraception in order to reduce 

the abortion rate. 

 

This conclusion is bolstered by clear evidence that increased use of contraceptives and use of 

emergency contraception have been the main variables that have caused the change in the falling 

abortion rate.  
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