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Appendix Tabie 1, Column 9

CORRECTIONS:

Chart 4.5, page 28

The colors of two bars in this chart are incorrect. The bar
for Mexico should be orange, indicating that the rate is an
estimate; the bar for Turkey should be yellow, indicating
that official statistics are available but are incomplete.

Appendix Table 1, page 51

The data in Table 1, Column 9 are incorrect for two rea-
sons: The decimal place was inadvertently dropped and a
programming error made the values slightly lower than
they should have been. The correct data appear at right.
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Country and
survey year

Sub-Saharan Africa

Botswana, 1988

Burkina Faso, 1992-1993
Burundi, 1987

Cameroon, 1991

Mean diesired
family size?

Central African Rep., 1994-1995 6.3

Cote d'lvoire, 1994
Ghana, 1993

Kenya, 1993

Liberia, 1986
Madagascar, 1992
Malawi, 1992

Mali, 1987

Namibia, 1992
Niger, 1992

Nigeria, 1990
Rwanda, 1992
Senegal, 1992-1993
Tanzania, 1991-1992
Togo, 1988

Uganda, 1995
Zambia, 1992
Zimbabwe, 1994

North Africa, Middle East

Egypt. 1992
Morocco, 1992
Sudan, 1989-1990
Tunisia, 1988
Yemen, 1991-1992

Asia

Bangladesh, 1993-1994
India, 1992-1993
Indonesia, 1994
Pakistan, 1990-1991
Philippines, 1993

Sri Lanka, 1987
Thailand, 1987

Turkey, 1993

Latin America

Bolivia, 1993-1994
Brazil, 1996

Colombia, 1995
Dominican Republic, 1991
Ecuador, 1987

El Salvador, 1885
Guatemala, 1987
Mexico, 1987

Paraguay, 1990

Peru, 1996

Trinidad & Tobago, 1987

Developed Countries
France, 1994

Japan, 1992

United States, 1995

“Women who say their desired family size is
“up to Gnd" are 2ssumer to want sir children,
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Abortion Incidence and Services in the United States,

1995-1996

By Stanley K. Henshaw

Context: In the 1980s, the number of abortion providers in the United Stalas began lo declina,
and more recenlly, so has the number of abortions performed. Whether the decline in service
providers, which was last documented in 1992, is continuing and whether this influences the
availability and number of abortions is of public interest.

Methods: /n 1997, the Alan Guttmacher Institute conducted its 12th survey of all knewn abortion
providers in the United States. The number and lecation of abortion providers and abortions were
tabulated for 1995 and 1996, and trends were calculated by comparing these data with those
from earlier surveys, Limited data ware also gathered on types of abortion procedures.

Resulis: Batween 1992 and 1996, the number of abortions fell fromn 1,529,000 to 1,366,000,
and the abortion rate decreased from 26 to 23 per 1,000 women aged 15-44. The number of
providers fall 14%, o 2,042, with the greatest decline among hospitals and physicians’ offices
rather than clinics. Elghty-six percent of counties had no known abortion providsr, and 32% of
wornen aged 15-44 lived in these counties. Of the country’s 820 metropolitan areas, 89 had no
known abortion provider, and for an additional 12, fewer than 50 abortions each were reported,
Seventy percent of abortions were performed in specialized clinics and only 7% in hospitals. In
the first half of 1997, early medical abortions wara being offered in about 160 facilities, virtually
all of which were also providers of surgical abortions.

Conclusions: While abortion services in some areas of the country have declined since 1992
and many women continue to have limited access to providers, ether factors have probably had
more influence on the level of abertions performed. Early medical abortion methods are foo new

to be a measurable factor in abortion access.
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educed access to abortion services
in the United States was last docu-
ented by data from 1992.! These
data showed a decrease in the number of
abortion providers, more limited avail-
ability of abortion services in some geo-
graphic areas and a shift of services away
from hospitals to specialized clinics. Be-
tween 1988 and 1992, the number of abor-
tion service providers fe]l by an average of
65 a year, and in 1992, 30% of women lived
ma county without an abortion provider.
In addition, between 1990 and 1992, the
number of abertions and the abortion rate
declined slightly. Analysis suggested that
reduced availability of abortion services
may have been responsible for part of the
decline, although other factors, including a
reduced rate of unintended pregnancy? may
have been more important. From 1992 to
1995, the abortion rate fell by an additional
13%, according to data compiled by the Cen-
ters for Disease Control and Prevention
{CIXC) from state health department reports
and its own surveys.’ However, no infor-
mation has been available since 1992 on
changes in the number or geographic dis-
tribution of abortion providers or their pos-
sible influenice on the abortion rate.

Along with the prevalence of abortion
services, the development of methods of
early medical (nonsurgical) abortion has
the potential to affect the availability and
utilization of these services. By 1995,
mifepristone, n combination with a pros-
taglandin, was offered on a limited basis
under experimental protocols up to 63 days
from the woman'’s last menstrual period;
however, this method has not been ap-
proved by the Food and Drug Adminis-
tration (FDA), and its future availability is
unknown. In 1996, the effectiveness of a
second medical method to induce abortion
early in pregnancy, methotrexate (also used
with a prostaglandin), began to gain at-

tention;* methotrexate has FDA approval, -

but for uses that do not include abottion.
The availability of these methods may have
encouraged more physicians to provide
abortions, may have increased the number
of women seeking abortion or simply may
have replaced surgical procedures.

This article provides new information
on the number and geographic distribu-
tion of abortion providers as of 1996, and

updates national and state-level data on -

the number of abortions performed and
abortion rates. The availability of abortion

services by state, metropolitan area and
county is documented and ¢compared with
past years. Also desaribed are trends in the
types of providers, the extent to which
early medical abortion is used, the fre-
quency of dilation and extraction abor-
tions, and the other services offered by
abortion providers.

The data are derived from the 12th na-
tional survey by The Alan Guttmacher In-
stitute (AGI) of all known abortion
providers. These surveys are the only na-
tional source of information on the num-
ber and type of providers and their geo-
graphic distribution. In addition, for
almost all states and for the United States
as a whole, the AGI surveys are the most
complete source of information on the
number of abortions performed. While
abortion statistics are collected by most
state health departments and are compiled
annually by the CDC,? comparison of the
1992 CDC report® with the results of the
AGI survey for that year” indicates that the
reporting of abortions is incomplete in
most states. In addition, few states pub-
lish information about abortion providers.

Methods

Beginning in July 1997, we mailed ques-
tionnaires to all hospitals, clinics and
physicians’ offices thought to have pro-
vided abortions during 1995 or 1996. The
mailing list included all facilities surveyed
by AGI in 1993, excluding those that did
not perform abortions in 1992, those that
informed AGIin 1993 that they no longer
performed abortions and those that were
known to have closed before 1995. Added
to the list were the names of possible new
providers, obtained from the telephone
yellow pages for the entire couny,
Planned Parenthocd affiliates, the chap-
ters of the National Abortion and Repro-
ductive Rights Action League, the mem-
bership directory of the National Abortion

Stanley K. Henchaw is deputy dirvctor of research for The
Alan Guttmacher Institute, New York. The author would
like to thank Kathleery Manzt¢lla, Maria Elena Ramas,
Suzette Audam, Kathleen Berentsen, Robin Heruwcssy,
Reina Nune2 and Shelby Pasarell for their invaluable as-
sistance with this project. The research on which this ar-
tide is based was funded by The Henry J. Kaiser Family
Foundation and the Bducational Foundation of America.
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Aortion Incidence: ~ Services, 1995-1986

Table 1. Number of reported abortions, abor-
tlon rate and abortion ratio, United States,
1973-1996

Year Abortions Rate® Ratlo?
{in 000s)
1973 744 6 16.3 19.3
1974 898.6 19.3 22,0
1975 1.034,2 217 24.9
1076 1,179.3 24.2 26,5
1977 1,916.7 264 288
1978 1,408.6 277 29.2
1979 14977 28.8 206
1980 1,553.9 29.3 30.0
1981 1.577.3 283 80.1
1982 1,573.9 28.8 30,0
1983 {1,575.0) (28.5) (30.9)
1984 1.577.2 z8.1 29.7
1989 1,588.8 28.0 297
1986 (1,574.0) (27.4) (29.4)
1987 1,559.1 26.9 28.8
1988 1,590.8 27.3 28.6
1989 (1.566.9) (26.8) (27.5)
1980 (1,608.6) (27.4) (28.0)
1991 1,556.5 26.3 27.4
1992 1,528.9 25.9 27.%
1993 (1.500.0) (25.4) (27.4)
1994 {1.431.0) {24.1) (28.7)
1995 1,363.7 229 26,0
1896 1,365.7 229 26.4

~AbortGs par 1,000 women aged 1544, tAbortions por 100 preg-
nancies ending in abartion or #ve birth; for oéch year, the ratio
basad on births oocurring during the 12-month period sterting in
July o (hat yaar (o mateh times of concaplion for pregnancies end-
ing In births with thoss for pregnancies endling in abortions). Note;
Figuras in parenthosas Gre oetimated dy intgrpolation of umbors
of abortions. Sources: All data, 1973-1992: referénce 1. Abor-
{tion data,1953-1996; AGI Abortion Provider Population
data, 1993~1996; U.S. Burgaw of the Cansus, U.S, population s
tanates, by age, sex, race, and Hispanie origin: 1990 to 1984, PPL-
21, March 1995, Table 1 {for 1993 and 1984, and U.S, Bureau ot
the Cansus, Estimates ol tha pepulation of Ihe U.S., régions, di-
vigions, and siates, by 5-year nge-groups and sex; annual limeé
seras. July 1. 1990 to July 1, 1806, ST.86-11, Dec, 18, 1097 [for
1905 And 1496]. Elrth asta, 1093-1997: Natiohal Center for Maalth
Stati=ticn (NCHS), Advance roport of et rertality Siatisics, Manth-
Iy Vital Statfstics Report, 1995, Vol. 44, Ne, 3, Suppiement [for
1993]; 1996, Vol, 44, No. 11, Supplement [tor 1934}, 1897, Vol.
45, No, 11, Supplament [tor 1995); 1998, Vol 45, No, 11, Supple
ment [lor 1996} and NCHS, Births, marriages, divoices, and deaths
tor Agus! 1897, Monthly Vitl Stalistics Report, 1958, Vol 46, No.
8 [lor Jan.—~dune 1997],

Federation and other miscellaneous
sources. Our updated list included a total
of 2,948 possible providers.

During the follow-up of nonrespon-
dents and mail returns, 84 additional po-
tential providers were identified and sur-
veyed. Sixty-three others were identified
from state health department information
but were not surveyed, as health depart-
ment data for these facilities could be used.

*An aboruon was defined as "any provedure, including
menstrual extraction And menstrual seguintion, intend-
¢d to terminate & preghancy.” Although few menstrual
rcgulations without a pregnancy test are performed
today, the wording of the quéestion has been kept con-
sistent since 1974, when the prictice was more comunon.
In a majority of such cases. the woman was pregnant
(Sowsce; Fortmey JA et al., Comnpreting risks of imneces-
fary procedures and complicatians, Studiss in Fantily Plas-
ning, 1977, 8(10):257-269). Some physicians use “men-
strual extraction” a8 A cupbenrisin for early abortion. In
states with good abortion reporting, our survey yields
about the 2amc rumber of abartions as the state data sys-
terny; this indicates that the wording of our question docs
not inflate the results.
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We created two versions of the ques-
tionnaire, one for hospitals and one for
clinics and physicians’ offices. Both asked
the number of induced abortions per-
formed at the location jn 1995 and 1996:*
in addition, hospitals were asked the num-
ber of inpatient and outpatient procedures
performed. Nonhospital facilities were
asked a number of questions about ser-
vices provided, the clients, charges, sources
of payment, harassment and abortion pro-
cedures used. For each of three proce-
dures—early medical abortion; intact di-
lation and extraction, and other sharp or
suction curettage—we asked the number
performed in 1996, the number performed
from January through June of 1997 and the
minimum and maxirnum gestation limits.
We also asked the providers whether they
expect to offer early medical abortions
within the next 12 months if mifepristone
is available and if it is not available,

We sent up to four follow-up mailings.
For facilities that did not respond ta the
mailings, we used health department data
on the number of abortions from states
that provide information on individual fa-
cilities, We contacted the remaining non-
respondents by telephone and asked the
number of abortions they had performed:
sorne of the facilities hesitant to cooper-
ate required up to 20 calls before we ob-
tained information or a final refusal.

Of the 3,032 facilities surveyed (includ-
ing those identified after the initial mailing),
1,279 responded to the mailed question-
naire, 176 faxed or mailed a response after
telephone follow-up, 706 provided infor-
mation by telephone, 123 were determined
to have closed and to have not performed
abortions during 1995 or 1996, and 80 were
found tobe duplicates; health department
data were used for 365, The remaining 303
facilities either did not respond to requests
for data or had closed, moved or could not
be located, and we could not confirm that
no abortions had been performed at these
facilities during 1995 and 1996. For 109 of
them, we obtained estimates of the num-
ber of abortions performed in 1955 and 1996
from knowledgeable sources in their com-
munities. We made our own estimates for
an additional 48 facilities that we knew to
have provided abortions; for almost all of
them, we were able to project the number
of abortions using data from previous years.
Of the abortions recorded for 1996, 79%
were reported by the providers, 12% were
estimated by local experts, 9% came from
health department data and 1% were pro-
jected from previous years.

No abortions were attributed to the re-
maining 146 facilities, for which no data

99,6622 'ON Xvd

or estimates were available; these were not
counted as providers in 1995-1996. Forty-
two had either moved or lost their physi-
cian, and we cannot be sure that no abor-
tions were provided during 1995 and 1996,
Among those for which data were avail-
able for 1992, a total of 10,000 abortions
had been provided in that year.

It has become increasingly difficult to
obtain the cooperation of some abortion
providers due to fear of antiabortion ha-
rassment, even though we assure respon-
dents that we do everything possible to
preserve their confidentiality. Response to
our mailed questionnaires before tcle-
phone follow-up fell from 51% in 1993 to
42% in the current survey. The initial re-
sponse rate of large abortion providers was
above the overall average, and that of
newly established providers performing
small numbers of abortions was below av-
erage. Nevertheless, with extensive follow-
up and investigation, we were able to ob-
tain data or estimates for 95% of the
facilities identified as possible providers.

Some providers undoubtedly were
missed because they could not be identi-
fied. These were likely to have been small
providers, since facilities that perform
large numbers of abortions usually ad-
vertise and are known by referral sources
such as Planned Parenthood.

The nuinber of providers missed canbe
estimated by surveying 4 random sample
of physicians and hospitals not on our list
of possible providers. For the current sur-
vey, we drew a probability sample of 288
such hospitals listed in a directory of hos-
pitals.® These hospitals wete surveyed
with the questionnaire for hospital
providers and were telephoned if no re-
sponse was received after three mailings.
Of the sample, nine said they had provid-
ed, on average, 34 abortions in 1996, 277
said they had provided no abortions, one
refused to respond and one was closed.

Projecting to the universe of unsurveyed
hospitals, we estimate that we missed ap-
proximately 124 hospital providers and
4,200 hospital abortions in the provider
survey. In 1993, a similar sample survey
found that 159 hospitals, providing ap-
proximately 3,600 abortions, may have
been missed in the 1992 study of abortion
providers. For the current survey, we were
unable to carry out a verification survey
of physicians, but a 1993 sample survey of
obstetrician-gynecologists indicated that
in 1992 we may have missed approxi-
mately 1,000 physicians who collectively
performed 44,000 abortions.

The results of these tnethodological
studies indicate that the actual nurnber of

Family Planning Perspectives
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#Hbortion Incddence and Services, 1995-1996

Tabie 3. Percontage of ¢ounties with no abor-
tion providers and with no providers report-
ing 400 or more abortions, and percentage of
women aged 15-44 living in those counties,
by metropolitan status, according to year

Providerand metre~ 1978 1985 1992 1996
politan status

COUNTIES

No provider ” 82 8¢ 86
Motropolitan 47 50 51 55
Nonmetropolitan 85 81 94 a5
No provider of

2400 abortions 3 92 92 92
Metropolitan 69 65 68 66
Nonmetropolitan 98 99 93 100
WOMEN

Ne provider in county 27 30 30 32
Metropolitan 12 15 16 18
Nonmetropolitan 69 79 85 87

No provider of 2400

shortions Incounty 43 43 a1 41
Metropolitan 25 28 27 27
Nonmetropolitan 96 a8 97 88

Nate: The classification of ooyrties as metrapallan changad sight
ly between surveys except in 1996, whan the sate dofinfilon was
u%ed s in 1992 Sources! 1978—Henshaw S et al, Aborlion in
tha Unlted States, 1978-1978, Famdy Planning Perspoctives, 1881,
13(1):6~18, Table 3. 1985—~Henshaw SK, Forrest JO and Van Vort
J, Abortion servicas in the Unitext Stales, 1984 and 1985, Femiy
Planning Rerspectives, 1987, 195(2):63—70, Table 2. 1992—rekor
onca 1. 1896—AGI Abortion Pravider Survey.

Florida as well (Table 2). The rate for the
District of Columbia (155 per 1,000) was
higher than that of any state; relatively
high rates are characteristic of central dties
generally, and the rate includes large num-
bers of women from outside the District
who seek abortion setvices there.” The
census divisions with the highest rates are
those on the East and West Coasts: the
Middle Atlantie, Pacific, South Atlantic
and New England states,

Five states had abortion rates below
eight per 1,000: Idaho (6), Mississippi (7),
South Dakota (7), West Virginia (7) and
Wyoming (3). All of these states are most-
ly rural, with no large metropolitan areas.
Among the census divisions, rates were
lowest in the East South Central and West
North Central states.

Between 1992 and 1996, the abortion rate
declined 12% nationally, and it decreased
{n 43 of the 50 states (based on state of oc-
currence). Declines were greatest in the Pa-
cific census division (22%), with a fall of 41%
in Hawalii, 24% in Washington and 22% in
California. Decreases also were espedially
large in Mississippi, Wyoming, Maine, and
Delaware. In Mississippi and Maine, the
largest abottion provider closed between
1992 and 1996, and in Delaware one of the
two largest closed, The only two areas that
recorded an increase in the abortion rate of
more than 10%—New Jersey and the Dis-
trict of Columbia~—had more providers in
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1996 than in 1992. (Improved reparting may
also have been a factor in New Jersey.)
However, abortion rates by state of oc-
currence should be interpreted cautiously,
because they do not always reflect the ex-
tent of abortions obtained by residents, who
may travel out-of-state for services. For ex-
ample, in 1992, the most recent year for
which such calculations have been made,
the nurnber of Wyoming residents who had
abortions in other states was more than
twice the number of residents who had
abottions in the state. In Idaho, Missouri and
West Virginia, the abortion rate among state
residents was more than 40% higher than
the rate based on the abortions occurring in
the state. By the same token, abortion rates
are nflated in the states that provide services
to large numbers of out-of-state women. In
1992, the rates by state of residence were
26-48% lower than the rates by state of oc-
currence in the District of Columbia, Kansas

and Vermont.

Service Availability

The proportion of counties with no abortion
providers and the propertion of women
who liveina coun-

400 or more abortions during the year).

Tn 1996, 86% of all U.S. counties had no
identified abortion provider (Table 3), and
92% had norne that performed as many as
400 abortions annually. Thirty-two percent
of women of reproductive age lived in
counties with no provider, and 41% lived
in counties without a large provider. The
proportion of counties with no provider
was slightly higher than in 1992 (84%),
continuing a long-term trend first seenin
the late 1970s. Howevet, the proportion of
women who lived in a county with no
provider of 400 or more abortions changed
little between 1992 and 1996, after having
declined from 1985 to 1992.

Abortion providers are much less avail-
able in nonmetropelitan than in metro-

.politan counties, Ninety-five percent of

nonmetropolitan counties had no abortion
services, and 87% of nonmetropolitan
women lived in unserved counties. In
1996, only 1% of abortions (14,070 abor-
tions) were reported in nonmetropolitan
counties, where 18% of women of repro-
ductive age lived (not shown).

Mote than half of metropolitan coun-

ty withnoprovider Table 4. Metropolitan areas reporting no abortions (or tewer than 50), by

areindiatorsof the state, 1936

a_vm]abdzty of a,bOr_ Alabama Ingiana New Mexica Tonnozaee

tion BIVICeS.  nniston Anderrs'on {Las Cruces) Ctarksville
ures Elkha Jackson

(rh& meas Decatur Evansville New York ack

are imperfect, of Oothan Koko '

Flo omo (Etmira) Toxas
course, becamlxse o rence m:{:ene (Jamestown) abliena
some women _hve dsaen Terrs Haute Niagara Falls Amariio
close toaprovider . North Carolina g‘“’"“
in a neighboring lowa Buriington ryen

ma Davenpart (Hickory) (Galveston)
county, sorne pro- Dubuque Killeen
Yidets are not read- Arkansas Sloux City North Dakota Longview
ily accessible be- FortSmitn Ketitucky Bismarck San Angelo
cause of their high :me :I:ﬁ Owensbomn Grand Forks 3;:man
s oxarkana
charges or their Louislana Ohlo vicioria
limitations ort the ¢ yemia Alaxangdda (Canten) Wichita Falls
patients they will Houma Hamilton
aroed Latayetis Lima Utsh
accept, and some Visalia Lake Chantes Lorain Prove
serve only a small (YubaCity) Monroe Mansfield
number of abortion Maine Steubanvile Virginia
atientsand rarely Florida Lewiston Oklahoma {Lynchpurg)
P
advertise theirsar-  rooerion Enia
) Fort Walton Beach Maryland Lawton Wegt Virginla
vices,) Another po-  gaaa Cumberand Huntington
tentially  useful panamachy Michl Pannsyivanla Parkarsburg
measure is the pro- Battle Creck Attoona Wheeling
portion of counties  Georgia peavar County Wisconsi
N - Alban Min sconein
hadgaprovider [ MUES ewen G
15 €no Jdanasville
to be likely to ad- Macon Miaslaslppi Sharon Kenosha
; Pascagoula Siate College (La Crosse)
vertise and accept  mincls Williamsport Racine
self-referred pa- Bloomington JM;;;oun South Carollna Sheboygan
. . n
g‘:‘s (W}}lc}‘eio;: 5;:;” S1, Josaph Anderson Wausau
S ana Iyﬂs A
suthe to be a facili- <ankakee Now Jersey Seuth Dakota Wyoming
ty that provi ded (Springflela) (Vinelang) Rapid City Cheyenne
Family Planning Perspectives
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ties, however, also were unserved, and
abortion services were effectively un-
available in one-third of U.S. cities. Of the
country’s 320 metropolitan areas,* 89 had
no known abortion provider and an ad-
ditional 12 had providers that together re-
ported fewer than 50 abortions in 1996
(Table 4). The states with the most un-
served or underserved metropolitan areas
were Texas (12), Pennsylvania (eight) and
Wisconsin and Indiana (seven each).

Since 1952, however, four metropolitan
areas were removed from the list of un-
served cities because new clinics were es-
tablished. In addition, six cities where
fewer than 50 abortions had been per-
formed in 1992 moved out of that catego-
ry, three because of new facilities and three
because existing providers increased their
level of services. The gain in newly served
cities was offset in part by a loss and decline
of services in other metropolitan areas.

On the state level, a measure of the
availability of services is the proportion
of counties without any identified abor-
tion provider (Table 5). In 41 states, a ma-
jority of counties had no provider, in-
cluding 21 states where more than 90% of
counties had none. On the other hand, all
four counties in Hawaii had physicians
performing abortions.

The proportion of women in a state liv-
ing in a county without a provider (an-
other measure of the availability of ser-
vices) varied from 0% to 84%. In
Mississippi, North Dakota and West Vir-
ginia, 80% or more of women lived in un-
served counties; in contrast, the percent-
age of women living in unserved counties
was very low in California, Massachusetts
and New Jersey as well as Hawaii. The
East South Central and West North Cen-
tral states had the highest proportion of
women living in counties without
providers (65% and 57%, respectively);
this proportion was lowest on the coasts,
in the Pacific, New England and Middle
Atlantic states.

The proportion of women aged 1544
who lived in counties with a provider is
highly correlated with abortion rates ac-
cording to state of occurrence (r=0.82).
(The cortelation with the abortion rate by
state of residence would be lower, since
wormen from unserved states travel to ser-
vice providers in other states.)

In 1996, abortian seTvices were provid-

»As defined by the U.S. Office of Management and Bud-
get, June 30, 1990,

Table 5. Number of courties and number and percentage ot counties without an abortion provider,
and percentage of womaen aged 1544 living in a county without a provider, 1996; and number
of providers, 1982, 1992 and 1996, and change In number between 1992 and 1996; all by cen-
sus djvislon and state

Cansus Counties No, 01 provigers
division
and state N Without provider, 1996 1992 1892 1996 Number
change,
N % % of 1992—
women” 1996
Total 3,439 2,696 86 a2 2,908 2,380 2,042 -338
New England 67 k44 40 12 205 162 141 -21
Caonnecticut 8 2 25 10 48 43 40 -3
Maine 16 ] 56 39 39 17 16 -1
Massachusetls 14 2 14 o 78 64 51 ~13
New Hampshire 10 5 50 26 18 16 16 0
Rhodea 18land s 3 60 37 5 6 5 -1
Vearmont 14 6 43 23 19 16 13 -3
Middle Atlantic 150 78 52 16 518 458 421 -37
New Jersay 21 2 10 3 106 88 94 6
New York 62 26 42 8 302 289 266 ~23
Pennsylvania 67 50 75 rg 114 a1 61 -20
East North Central (%14 392 90 43 255 197 161 -36
iinois 102 92 90 a0 58 47 38 -9
Indlana 92 86 a3 61 330 19 16 -3
Michigan 83 67 81 28 83 70 59 -1
Ohio 88 80 91 50 55 45 37 =8
Wisoonsin 72 67 03 62 29 16 11 =5
Went North Central 818 535 a6 57 110 63 51 =12
lovwal 99 95 96 69 25 11 8 -3
Kansas 105 100 85 48 23 15 10 -5
Minnesota 87 83 85 57 20 14 12 -1
Missouri 115 110 .96 53 29 12 10 -2
Nebraska 93 20 97 A7 [-] g 8 -1
North Dakota 53 52 a8 B8O 3 1 1 0
Soulh Dakota 66 65 98 79 2 1 1 0
South Atitintic 591 478 a1 37 8§15 435 361 -74
Delaware a 1 33 15 7 8 7 =1
District of Colutnbia 1 ] Q [} 14 15 18 3
Flofida 67 49 73 22 140 133 114 -19
Georgia 159 143 90 49 8z 55 41 -14
Maryland 24 13 54 15 52 51 47 -4
North Carolina 100 74 74 19 114 86 59 -27
South Carolina 46 a7 80 58 15 18 14 -4
Virginia 138 108 79 48 81 64 57 ~7
Wast Vimginia 55 s3 ) 8a 10 5 4 -4
East South Caentral 384 U7 95 (1 116 70 48 -22
Alabamsa 87 62 a3 58 45 20 14 -6
Kentucky 120 118 83 75 11 8 8 -1
Misstssippi 82 79 96 82 13 8 6 -2
Tennessea 95 88 93 &4 47 3 20 -13
West South Cantral are 440 94 42 177 115 96 —19
Arkansas 75 73 97 78 13 ] 6 -2
Louisiana 64 59 92 60 18 17 15 -2
Olkdahoma - 77 73 95 54 18 11 11 o
Texns 254 235 23 32 128 79 64 -15
Mountain 280 243 14 35 211 156 127 -29
Arlzona 18 12 80 19 37 28 24 -4
Colorade 63 50 79 34 73 59 a7 -12
ldaho a4 41 93 67 15 9 7 -2
Momana 56 50 89 41 20 12 11 ~1
Nevada 17 14 a2 12 25 17 14 ~3
Now Mexico 33 29 88 47 26 20 13 ~7
Utah 29 7 93 49 7 6 7 1
Wyerning 23 20 87 75 8 5 4 -1
Pacific 162 96 59 7 803 724 636 -88
Alaska 25 19 76 23 14 13 8 ~5
California . 58 21 36 3 583 554 492 ~62
Hawall 4 0 Q o] 51 52 aa ~8
Oregon 36 29 81 38 60 40 35 -5
.Washington 39 F 14 €9 15 95 85 57 -8

'..‘Pr.vuhliun egtimgles ars for 1995, Sources' 1082 snd 1992—miforence 7. Abonion and provider data, 1995~AGl ABortion Providet
Survey. Population estimates—Market Statistics, New York.
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“Abortion Incidence and Services, 1995-1996

Table 6. Number and percentage distribution of abortion providers and of abortions obtalned,

by type ot tacllity, according to caseload, 1996

Caseload” Total Hosphals Abortion clinics Other clinics Physictang’
officest
N % N % | N % N % N %
Providers 2,042 100 703 38 452 22 a17 20 470 23
<30 648 32 406 20 0 ¢] 37 2 205 10
30-390 656 32 249 12 15 1 127 6 265 13
450-990 284 14 36 2 81 4 167 B na na
1,000-4,990 a26 21 10 T 333 18 83 4 na ona
25,000 28 1 2 1 23 1 3 ¥ n2  pa
“Abertions  1,%5,730 100 | 92,8% 7 | 8s1.6t0 70 | 282970 21 | 38260 3
<30 8,320 1 4,490 } ] 0 620 3 .3,210 3
30~390 89,750 7] 31190 2 3,600 % 18,910 1 35,050 3
400990 187,880 14 | 22,300 2 61,600 5 103,980 8 na na
1,000-4,9%0 880,790 64 | 20,640 2. | 718,050 53 142,100 10 n2  na
25,000 198,990 15 | 14270 1 168,360 12 16,360 1 na na
*Mere and in Tabla 7, laads are ded 1o nearest 10. tHere and in Table 7, physicians’ offites reporting 400 or morg ubortions

a yeur ary classified aa efinics (oither abortion clinics o “athar clinict”). $Fawer than 0.5%. Notes: ha=net applicabls, Patcenagas may

ot add to 100 dua to roynding.

.. 51 per year between 1988 and 1992. The
f "_number of providers has been declining*
"sinice 1982, when it was at a high of 2,908.

Betwéen 1992 and 1996, the number of
identified providers fell in all census di-
visions and in all states except the District
of Columbia, New Jersey and Utah, which
experienced increases, and New Hamp-
shire, North Dakota and South Dakota,
where there was no change. The largest
decrease occurred in California (62), which
nevertheless continued to have more
providers (492) than any other state. De-
creases of 20 or more also occurred jn New
York, North Carolina and Pennsylvania.
The percentage decline was greater in the
Bast South Central states (31%) than in
other census divisions (not shown). The
number of providers fell by one-third or
mote in Tennessee (39%), Alaska (38%).
New Mexico (35%) and Kansas (33%). In
Tennessee, New Mexico and Kansas, the
loss of providers continued declines that
were evident between 1982 and 1992

&

Types of Providers

An abortion provider was defined as a
place where abortions are performed,
whether a hospital, clinic or physician’s
office. If an organization offered abortion
services at more than one location, each
service site was counted as a providet. The
number of providers is different from the
number of physicians who perform abor-
tions, because one physician could be res-

*These facilities may or may not be licersed as surgicl
centers, abortinn cinics, anbulatory ¢arc aenters or other
types of clnics, Selfdefined dlinics that did not provide
information about the percentage of paticnt visits made
for abortion were dlassified as abartion clinics if they re-
ported 1,000 or more abortions during 1996. Fadlities sel&
defined as a physician's affice (i.c., a facility that had not
adopted a dinic name) had a cutoff of 1,500 abortions.
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ponsible for services in several facilities,
and several physicians could perform
abortions in a single setting.

* Hospitals. The 2,042 abortion providers in
1596 included 703 hospitals where one or
more abortions were performed during the
year (Table 6). As a proportion of all
providers, hospitals declined from 36% in
1992 to 34% in 1996 (not shown); in 1973,
81% of all providers had been hospitals.*?
Similarly, the numbet of abortions per-
formed in hospitals fell frot 110,000 in 1992
to fewer than 93,000 in 1996, although the
proportion of all abortions that were per-
formed in hospitals remained atabout 7%.

Abortions were performed in only 14%
of short-term, general, nonfederal hospi-
tals (16% if Catholic hospitals are exclud-
ed). These proportions are two pexcentage
peints lower than in 1992. Private (in-

cluding voluntary) hospitals were some-; ‘1

what more likely to offer abortion services

(18%, excluding Catholic hospitals) than , .
were public hospitals (10%, not shown). i . 3

In many of the hospitals classified;as * than amc e _
" This pattern of change was the samne be-

providers, enly a few abortions are pér-'
formed. Hospitals that allow abortions to
be performed only when a woman'’s life
or health are threatened by the continua-
tion of her pregnancy are counted as abor-
tion providers, even if only one abortion
was performed at the fadility. A majority
(58%) of the hospitals that reported abor-
tions provided fewer than 30 abortions
each; these facilities together accounted
for only about 4,500 procedures. In 1996,
only 12 hespitals performed 1,000 or more
abortions.

In keeping with the national trend to-
ward day surgery, a large majority of hos-
pital abortions are performed as outpa-
tient procedures. In 1996, the proportion
of inpatient abortions fel] to 9%, down

6)Gece 'ON X4

fromed1% in 1992 (not shown). Of all abor-
tions, fewer than 1% involved hospital-
ization of the woman (excluding cases
where the woman may have been hospi-
talized for treatment of complications).

* Nonhospital facilities, Most abortions are
performed in the country’s 452 abottion
clinjcs (defined as nonhospital facilities in
which half ar more of patient visits are for
abortion services).® The propartion of
abortions that are performed in abortion
clinics increased from 60% in 1985 to 69%
in 1992 and 70% in 1996, although only
22% of all providers are abortion clinics.

“Other clinics” include group practices
with clinic names, surgical centers, health
maintenance organizations, family plan-
ning clinics and other facilities with clin-
ic names. (In addition, physicians’ offices
where 400 or more abortions were per-
formed in 1996 were counted as “other
clinics” if they did not fit our definition of
abortion clinics.) The “other dinics” ac-
counted for 20% of all abortion providers
and 21% of abortions in 1996. Four out of
five performed fewer than 1,000 abortions
a year, compared with only one of five
abortion clinics.

Physicians’ offices comprise both solo
and group practices where fewer than 400
abortions were performed in 1996. (How-
ever, some similar providers were count-
ed as clinics because they had adopted
clinic-like names.) Approximately 44% of
physicians’ offices reported 30 ot fewer
abortions in 1996, and the group as a
whole performed only 3% of the country’s
abortions, down from 4% in 1992.

s Trends, in.numbers q’ previders, While the .
¥ ' id dmp ed by“‘
Y ose

,,ng pnvatc on (1 6%) (Table 7) o

tween 1982 and 1992, when the number
of public hospital providers fell from 331
to 180. There ate now only 42% as many
public hospital providers as in 1982 and
53% as many private ones.

The change in the number of nonhos-
pital providers has been much less pro-
nounced and has occurred almost entire-
ly among physician practices. In 1996,
there were 20 fewer clinics than in 1992, but
80 more than in 1982. From 1992 to 1996,
the number of abortion clinics increased
by 11, while the number of other clinics
providing abortions decreased by 31 (not
shown). At the same time, abortion ser-
vices provided by physicians” offices de-
dined 26%. The decline was greater among

Family Planning Perspectives

Wd ¥5:50 ANl 86-80-04d



A

physicians’ practices that provided 30-390
abortions, passibly because sorne practices
moved from the larger category to the
smaller one (fewer than 30 abortions) asa
consequence of falling caseloads.

Although the total number of providers
for whom abortion services are an impor-
tant activity has changed little, there is al-
ways some turnover between surveys: Qlin-
ics close or stop offering services, and new
clinics are established. Fifty-one clinics that
reported 400 or more abortions in 1992 re-
ported none in 1996, while 98 of those re-
porting 400 or more abortions in 1996 began
their abortion services after 1992.

We reviewed our records for any infor-
mation that might explain why dlinics that
had provided more than 400 abortions in
a year no longer provided any. Twe con-
tinued to exist, but no longer offered abor-
ton services. Twenty-seven had closed,
and while we do not know why, several of
them mentdoned antiabortion harassment
when they were surveyed in 1992 in an-
swer to a question about factors that tnade
it difficult to provide abortion services. In
nine instances the physician retired or
died, in five the physician lost his or her
license, in three the clinic moved to a dif-
fetent county, two had difficulty finding a
physidian to perform abottions, one closed
in bankruptcy, one bumed down and no
information could be found for one.

» Services offered. Abortion providers usu-
ally do far more than simply petform abor-
tions. To obtain a fuller understanding of
the types of facilities where abortions are
performed, we asked nonhospital providers
whether they offered general medical care,
general gynecologic care and contraceptive
services to nonabortion patients. Of non-
hespital providers, abortion clinics were the
most spedalized; nevertheless, 83% offered
contraceptive services independently of
their abortion services, 74% provided gy-
necologic care and 20% provided general
medical care. Almost all of the other clinics
offered contraceptive services (97%) and gy-
necologic care (94%), and 53% provided
general medical care, More than 99% of the
physicians’ offices provided gynecologic
and contraceptive care, and 69% served
general medical patients.

* Medical abortion. The advent of early med-
ical abortion in recent yeats is a potential-
ly important development. In our survey,
82 nonhospital facilities said they had per-
formed vne or mare early medical abortions
during 1996, and 114 said they had donc so
in the firsthalf of 1997. Assuming that non-
respondents offered medical abortion ser-
vices in the same proportions as respon-
dents with similar abortion caseloads,
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PpIo p dﬂg; 117 S ple 7. Number of abortion providers In 1982, 1992 and 1996, and change
d““dei‘g 0TS’ batween 1992 and 1996, by type of facility
practices were per-
forming medical Type of tacilty 1982 1962 1996 | Change.1992-1996
-abortions In 1956 N %
;‘}‘l‘el légg “‘ml::; Total 2,908 2380 2,042 s38 P
€S
umber Hospleal 1,805 ass 703 152 ~18
number represents  UCE 331 180 139 -1 23
12% of aﬂ nonhos- Federal Py 1 1 o 0
pitalproviders. An ~ State il 43 : ag , E; é—g
) . Ho strict 135 4 -
even l'“seg per co:?:: 88 2 34 -8 -19
centage (44%), in-  City or city/county 61 35 25 ~10 -29
dudingmmtofthe Private 1,074 675 564 -1 -16
. Voluntary, church 63 39 35 -4 -10
current providers,  \omry, otner 806 529 “3 -88 -18
responded that  Propretary 205 107 86 -21 -20
they will probably Nonhospital 1,503 1,525 1,439 ~186 -12
provide medical  cinics 789 889 869 -20 -2
abortions within <3 14 45 a7 -8 _l:
30-390 18 154 142 12
thenext12months 0700, 218 237 248 1 5
if mifepristonebe-  1,000-4,950 408 a10 a18 8 1
comes available, »5,000 » 31 43 26 -17 —42
Physicians’ offices 714 836 470 168 -2
and 29% said they "y, 180 215 208 ~10 -5
would dosoeven 308 s34 421 265 ~156 -a7
ifitis not.ava:ﬂable Nos: Hospilals are clgssified by type of administrative entily: nanhospial providers are classified by
The likelihood  annual shorion caseload. Saurces: 1982—Henshaw SK, Formest JD and Blair; E Abartion .-;mces
3 in the United Statas, 1981 and 1982, Family Planning Pa 1984, 16(3):115-127¢. Table 5;
ﬁ'}l)&t:ﬁatly medical Tsna—«hm :.‘lsss-dﬁl Pborlio:'f"v“m,y ngx.?ngmy ripecthes
abottions were

performed was

strongly related to the size of the abortion
caseload. Among those who reported
fewer than 400 abortions in 1996, only 7%
performed medica] abartions in the first
half of 1997, compared with 16% of those
providing 400-990 abortions and 17% of
providers of 1,000 or more abortions. Ex-
pectations for the future, however, are
much less associated with provider size;
the proportion expecting to offer medical
abortion, even without mifepristone,
ranges from 26% of the smallest to 31% of
the largest providers.

Respondents were asked how many
early medical abortions they had per-
formed, Assuming that nonrespondents
provided them at the same rate as re-, .
spondents, approximately 4,200 medical -
abortions were performed in 1996 and
4,300 in the first half of 1997, indicating a
rapid increase in the use of the method.

Respondents also were asked if they
were aware of physicians in their com-
munity who did not provide surgical
abortion services but who had begun to
perform medical abortions. The few who
answered in the affirmative were recon-
tacted and asked the narnes of the physi-
cians. In many cases, the respondents had
misunderstood the question and did not
in fact know of any such providers. Only
one respondent named a physician whose
office confirmed that medical abortions
were provided, and one named a physi-
cian who denied performing any abor-

95)Gr77 "ON XY+

tions. Six respondents had reason to be-
lieve physicians in their community per-
formcd medical abortions, but refused to
supply the names because they felt they
would be betraying a confidence if they
told us. Six others said they had heard ru-
mors but did not know the names of the
physicians. Seven could not be reached.

* Dilgtion and extraction procedures. In view
of the ongoing controversies around so-
called partial-birth abortions, we wanted
to shed light on the number of such abor-
tions that were actually performed. “Par-
tial-birth”’ abortion, however, is a non-

‘*désctibed i the Populaf presa m'lég"-
islahon, and woulq be dnfﬁcult for re-
spondents ‘to interpret. O the question-
naire, therefore, we used the medically
accepted term, intact dilation and extrac:
“hon(‘D&X), as defined by the American
College of Obstetricians and Gynecolo-

,gwﬁcéCQG)t  is the only proce-
Lindeovie & 3

!
Eight respondents reported that they
had performed a total of 363 Dé&X abot-

~1. Deliberate dilatation of the cervix, usually over a se-
quence of days; 2. iInstrumental conversian of the fetus
t0 a faatling brevch; 3, breach exeraction of the body ex-
cepting the head; and 4. partial evacuation of the in-
tracranial conrents of a living fetus to effect vaginal de-
livery of a dead but otherwise intact fetus, (See: Arnerican
College of Obsietricians and Gynecologists (ACOG),
ACQG Statement of Policy: Statement on Intact Dilatation
and Extraction, Washington, DC: ACOG, Jan. 12, 1997.)
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Adortion Incidence and Services, 1995-1996

tions in 1996 and 201 during the first half
of 1997, and one other physician report-
ed using the procedure. But several of
them reported that they had difficulty es-
timating the exact number of abortions
they had performed that met all compo-
nents of the definition. Some D&X abor-
tions were undoubtedly performed in fa-
cilities that did not return our
questionnaire;” if nonrespondents used
the procedure at the same rate as re-
sponding facilities, we can project that 14
.providers perfo

jecting from sucha smalf number of cases
can resultin a wide range of possible error.

Respondents were asked the minimurm
and maximum gestation at which they
perform D&X abortions. The most com-
mon minimum gestation was 20 weeks
(counting from the last menstrual period),
and the most cormmon maximum was 24
weeks. Only two of the nine respondents
used the procedure before 20 weeks, one
as early as 16 weeks and another 18 weeks,
Similarly, only two said their maximum
gestation was more than 24 weeks, one 26

weeks and one 33 weeksZThus, the large

. majority of D&X aborho
fotmed at 20 to 24 weeks"

stcussmn
Although the abortion rate in the United
States has declined in recent years, at 23 per
1,000 women of reproductive age in 1995
and 1996, it is still high compared with
other Western developed countries. For ex-
ample, in 1995, the abortion rate was 16 per
1,000 in Canada, 15 per 1,000 in England
and Wales, six per 1,000 in the Netherlands
and 18 per 1,000 in Sweden. The 1995 rates
are higher, however, in some countries of
the fortner Soviet Union and eastern and
central Europe: 35 per 1,000 in Hungary,
87 per 1,000 in Rornania and 68 per 1,000
in Russia.! (The rates for Romania and
Russia may be undercounts because re-
porting is believed to be incomplete.)
The U.S. abortion rate declined each
year between 1990 (when it was 27 per
1,000) and 1995, and remained the same
for 1996. A factor contributing to the de-
dine was the aging of the “baby boomers"
into their late 30s and 40s, ages when there

*Facilities interviewed by telephone were asked a lisit
ed number of questions; they were not asked questians
about D&X.

+ltwasbeyond the seope of out survey to ask physicans
the medical indications for which they terminate late
pregnancics; presumably. the higher limits would en-
conrtpass abortions congidered medically necessary to
preserve the health and safety of the woman or for gross
fetal anomalics.
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‘ ed a total of about 650"
DéX:abortions in’ 1996, However, pro- =

are fewer pregnancies and abortions. 2 If
the age-specific abortion rates had been
the same in 1996 as in 1992, there would
have been 38,000 fewer abortions in 1996
than in 1992. This amounts tn 23% of the
actual decline of 163,000 abortions. Thus,
the changed age structure of the US. pop-
ulation accounts for some but not most of
the decline in the number and rate of abor-
tions. The abortion ratio should be affect-
ed even less by the changing age distrib-
ution, because birthrates as well as
abortion rates are lower among women in
their 30s and 40s.

Much of the drop in the abortion rate
probably reflects a decreasing rate of un-
mtended pregnancy, which fell among all
age-groups between 1987 and 1994.% The
fall in the abortion rate was especially
great among teenagers, some of whom
began using effective, long-acting con-
traceptive methods that were not available
before 1992. In 1995, 10% of contraceptive
users aged 15~19 were using the injectable
and 3% were using the implant."

The abortion rate among teenagers was
also affected by a decrease in the propor-
tion of unintended pregnancies terminat-
ed by abortion—that is, more teenagers
continued their unintended pregnancies in
the 1990s than was the case in the mid-
1980s. Among women aged 20 and older,
in contrast, the proportion of unintended
pregnancies resulting in abortion in-
creased.’ Tt is unclear whether the increase
in the proportion of teenagers continuing
their unplanned pregnancies was a result
of changes in their preferences or their re-
duced ability to obtain abortion services.

The reason the abortion rate stopped
falling in 1996 is also unclear. One con-
tributing factor may be declining use of
the contraceptive implant, a method that
received negative publicity about removal
problems and product liability lawsuits.
There is no way to predict whether the

-abortion rate will resume its fall, remain

stable for some time or increase.

The fall in the U.S. abortion rate is prob-
ably not an artifact of declining survey
coverage and reporting, although it has
become somewhat more difficult over the
years to obtain information from abortion
providers. The AGI national abortion
count exceeded the CDC’s by 13% in

1995, about the same amount as in 1992

when the difference was 12%. (At this
time, CDC data for 1996 are not yet avail-
able.) The CDC relies primarily on reports
to state health departments, many of
which do not receive reporting from all
providers and some of which have vol-
untary reporting.’”

99/.6€22 'ON K94

‘Tremds in the availability of abortion ser-
vices are mixed, The number of abortion
providers continued its sharp decline be-
tween 1992 and 1996, the proportion of
counties with no identificd provider rose
slightly and the proportion of women who
live in unserved counties increased as
well. The decline in the number of
providers was concentrated among hos-
pitals and physicians’ practices, howev-
et, where only a few abortions are per-
formed. The high costs of small-scale
abottion provision® and possibly an-
tiabortion sentiment or pressure may have
discouraged some hospitals and physi-
cians who had been performing abortions
for their own patients but for whom abor-

“tion services were not a major commit-

ment or source of revenue; as a conse-
quence, they may have found it more
attractive to refer their patients to spe-
cialized providers.

The number of nonhospital providers
petforming 400 or more abortions has not
declined, however. Slightly more metro-
politan areas had services in 1996 thanin
1992, and the number of abortion clinics
increased slightly. Thus, fadilities that are
focused on making abortion services
available have held their own in the face
of continuing harassment and declining
rates of unintended pregnancy.

Nevertheless, many women still have
limited access to abortion services. Almost
a third of metropolitan areas have no
provider, and a similar proportion of
women live in unserved counties. Two
states—North and South Dakota—have
only one provider each. Abortion rates by
state of occurrence closely reflect the avail-
ability of services within the state.

Early medical abortion has the poten-
tial to expand the availability of abortion
services in areas without surgical abortion
providers and reduce the need for inter-
state travel, but as of 1997 this potential
had not been realized. A few physicians
who were not formerly abortion providers
are performing medical abortions for
some of their private patients, but mestdo
not want their names to be widely known.
While these medical abortion services may
be valuable to the few patients who have
access to them, they do not represent an
important expansion of service availabil-
ity, and because the number of abortions
performed by these physicians is small,
would not impair the accuracy of our 1996
abortion data.

Early medical abortion may become
mote common in the future, hewever.
(The company with the rights to the dis-

(contintued o page 287)
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Abortion Incidence and Setvices...
(continued from page 270)

tribution of mifepristone expects to have
the drug approved and on the rnarket in
1999.%°) Although medical abortion is of-
fered by few physicians who did not al-
ready provide surgical abortions, existing
providers appear to be adopting it rapid-
ly. As many medical abortions were per-
formed in the first half of 1997 asin all of
1996, and the number of providers in-
creased 39%. Many other surgical
providets say they will probably offer
methotrexate in the future, and even more
say they intend to provide medica] abor-
tions when mifepristone is available.

In the controversy concerning so-called
partial-birth abortions, the factual ques-
tion given most attention is the number
of such abortions performed. Itis impos-
sible to give a definitive answer to this
question because of the vagueness of the
term, which has no medically accepted de-
finition. However, intact D&X, as defined
by ACOG, is rarely performed, account-
ing for only about 0.03-0.05% of all abor-
tions in 1996, The large majority of D&X
abortions were performed at 20-24 weeks
of gestation.

Efforts to reduce the number of abortions
can best be focused on reducing unin-
tended pregnancy by improving contra-
ceptive use. The fall in the abortion rate up
until 1995 probably resulted in large part
from more effective contraceptive use
among teenagers. Women of all ages could

achieve lower pregnancy rates if they used
more effective methods and had better ac-
cess to farnily planning services. That lower
abortion rates are passible is clear from the
examples of cther developed countries.
At the same time, women who have an
unwanted pregnancy need to be aware of
and have access to abortion services; oth-
erwise, they cannot freely decide whether
to continue the pregnancy. At present,
more than one-fourth of women wholive
in metropolitan areas have no abortion
provider in their county large enough to
be well-known in the area, and a majori-
ty of wornen in normetropolitan counties

live far from any provider. More effort is

needed to make services accessible to
these women. Short of that, the local
health care cormnmunity needs to ensure
that women are able to obtain referral to
providers and gair assistance in making
arrangernents, and receive appropriate
follow-up care,
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THE WHITE HOUSE

Office of the Press Secretary

For Immediate Release . ' o January 22, 1997

REMARKS BY THE FIRST LADY
AT NATIONAL ABORTION RIGHTS
ACTION LEAGUE LUNCHEON

~ MRS. CLINTON: I am pleased to be here with all of you. And I know that it took a
- little longer to get into the room than usual, but let me reassure you about the events of this
morning. We do not know what the facts are, but law enforcement, as the President said this
morning, is working hard to get the bottom of it, and it does not, at least so far as we know at
this time, appear to be anything serious that should concern us.

I am very pleased to be here for a number of reasons. One is to join all of you in
honoring Robin Chandler Duke. We will hear more about her as the program goes on. But I
wanted to thank her publicly for her tireless work on behalf of family planning here at home and
particularly internationally, on her advocacy of safe motherhood and other issues critical to
women, children and families. She has always understood that these are not marginal concerns.
They relate to political and economic progress, human rights, and peace and prosperity here in
* our country and around the world.

So I wanted to raise my voice with all of yours in commending her for all of her work in
raising awareness about family planning and her many other contributions that she has already
made and that I know she will continue to make into the future. (Applause.)

I also wanted to come and recognize and thank my friend, Nancy Rubin, for her energy, -
her wisdom and all of her efforts on behalf of causes relating to women and families. Sheis a
clear and articulate voice for women's rights around the world and has worked to strengthen
education, economic opportunities, legal protections and political rights, and has helped from one
comner of the world to the next to bring women's issues to the forefront of international and
national concerns. (Applause.)

And I know that I speak for all of us and for many others who are not here in thanking |
Kate Michelman for over a decade of service leading this organization and doing so much to
promote and protect a women's right to choose. It has not been an easy mission. And she has



out against policies of forced. abortion and sterilization where the government made the choice
for women, and traveling to Romania that under the previous communist: regime had a policy of
enforcing birth -- five children per woman. And I spoke with women who told me of every
month being taken as part of their work units to local hospitals where they were forcefully
examined to determine whether or not they were pregnant so they could then be monitored by
the secret police to be sure they had the child. :

Two extremes — government, on the one hand, saying you cannot have children;
government, on the other hand, saying you must have children. What we have tried to do in
-promoting choice is to say that this most difficult of all intimate choices for women and men
must be made by the individual in the privacy of her consultation with her conscxence her God,

her family, her physician - (applause.)

Thank you for continuing to try to get that message across. Please join in helping us
make these difficult decisions rarer. Help us support women in all thexr needs. Help us support
- families.

And I appreciate greatly the devotion and dedication that so many of you have given to
this over the years, and look forward to working with you into the future. Thank you very much.

(Applause.) -

END
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TALKING POINTS FOR DROP-BY AT NARAL LUNCHEON
WASHINGTON, DC
JANUARY 22, 1997

I knew you were all gathered here so I couldn’t resist stopping by before I leave for New
York to say hello and to thank you for all of your hard work on behalf of women and families
across America.

But first let me reassure you about the events of this morning. As the President said
earlier today, federal officials are working with local law enforcement to get to the bottom of
what happened at Planned Parenthood and in this hotel. They will investigate the matter, catch
who is doing it, and make sure they are punished. Acts of violence against people who are trying
to exercise their constitutional rights are acts of terror. They are illegal. They are wrong. As to
the incidents this morning, they are still under investigation. The facts are still unfolding. But as
the President said, whatever happened, there is never an excuse for an act of violence against
someone exercising a constitutional right.

And I am heartened to see that nothing will deter this group from an important
celebration.

I am delighted to join you in honoring my friend Robin Chandler Duke. She has worked
tirelessly to promote strong families here and around the world. I am especially grateful for her
efforts on behalf of international family planning, safe motherhood, and other issues critical to
women, children, and families. She understands that these are not marginal concerns. They relate
to political and economic progress, human rights, and to the peace and prosperity of our country
and others. So I join in commending her for years spent raising awareness about family planning
issues and for the many contributions she will continue to make for years into the future.

[ also want to thank my friend Nancy Rubin for the energy, wisdom and vision she has
lent to causes relating to women and families. Nancy has been a clear and articulate voice for
women’s rights around the world. She has worked to strengthen education, economic
opportunities, legal protections and political rights. She, too, has helped bring so-called
“women’s issues” to forefront of international and national concern.

Finally, I know I speak for all of us in thanking Kate Michelman for over a decade of
service leading this organization and for doing so much to protect a woman’s right to choose.
She has continued to speak up and speak out, even in difficult times.

I’m delighted that the Vice President and Tipper Gore are here representing the
Administration at this important gathering. I only wish I could stay longer but, unfortunately, I
had a previous engagement that requires me to leave for New York this afternoon.

Thank you.
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FIRST LADY HILLARY RODHAM CLINTON
REMARKS TQ THE SIXTH CONFERENCE OF
WIVES OF HEADS OF STATE AND OF GOVERNMENTS OF THE AMERICAS
: LA PAZ, BOLIVIA
.- DECEMBER 3, 1996

President and Mrs. Sanchez de Lozada, First Ladies and
special envoys representing the nations of the Western
Hemisphere, and distinguished guests:

It is a great pleasure for me to be in La Paz and to join
you for this annual conference. I particularly want to thank
Mrs. Sanchez de Lozada for her leadership on behalf of women --

especially her work to promote safe motherhood, education, and to i

reduce domestic violence -- and for extending to all of us a warm
welcome this week.

I know that, as in the past, this gathéring will provide new
insights and fresh inspiration as we work to expand opportunities
for women, children, and families in North, Central, South

" America and the Caribbean region. I am also pleased to note that

Vice President Gore will be in Santa Cruz in a few days
representing the United States government at what promises to be
a significant hemispheric meeting on sustainable development.

This is my first trip to Bolivia, but I have long felt a
special connection to this country. Little Rock, the capital of

my home state of Arkansas, is a sister-city of Santa Cruz in what

is called the Eastern Bolivia-Arkansas partnership. This
partnership has initiated cultural, professional and health
exchanges that have benefitted the people in both of our
countries. So I am especially dellghted flnally to be in Bolivia
after all these years.

_ Many Bolivians have made their mark on my country. I am
proud to say that President Clinton named a woman who was born
and raised here in La Paz, Maria Otero, to be the Chair of the

Lo
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FaRn Board of the Inter-American Foundation. That foundation funds
grassroots development in the region, and Maria is with me today.

I'm also pleased to be here at a time ¢f such hope and
promise for women, children and families across the Americas and
around the world. A few days ago, I returned from a trip with my
husband to Australia, the Philippines and Thailand, and at each
stop I had the chance to talk to diverse groups of women -- from
government leaders to grassroots activists to teenage school
‘girls. And I was reminded once again, no matter where we find
ourselves in the world today, our aspirations and concerns are
fundamentally the same. : ' -

Thanks in part to the agenda set at the United Nations Fourth
World Conference on Women in Beijing, as well as the conferences
of this group in Miami, and Asuncion and elsewhere, the status of
women is improving in many countries. ' '

In the Philippines last week, I had the opportunity along
with Mreo. Frei to speak to 15,000 women and girls in Manila.
Some had traveled for days by boat and car to celebrate the
Beijing Agenda and just as we are doing today, they came together
B to renew their commitment to women's rights -- and to ensure that
i'.: every woman and girl has access to the tools of opportunity:
e health care, education, jobs and credit, legal protections and
the right to participate fully in the political life of their
countries. : '

In the 15 months since Beijing, we have seen advances on
every continent. In country after country, governments, non-
governmental organizations, businesses and corporations, and }
individual citizens are beginning to recognize that elevating the
status of women and girls in society is esgential to progress and
prosperity. That is the same whether we are talking about the .
East, the West, the North or the South; there is a growing
appreciation of women's contributions inside and outside of the
home - and a greater understanding that everyone in society o
benefits when women are allowed to claim the political, economic, '
social, and civic power they -are due. -

The Western Hemisphere is no exception. In Panama, the
- family code has been reformed, giving women more say in alimony,

child support and child custody cases. The country's new Law 27
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on Intra-Family Violence criminalizes certain forms of domestic

violence. 1In Colombia, men. and women now have eQual weight in

determining divorce. In El Salvador and Peru, new institutions
have been established to address issues relating to women's
development. In Guatemala, a national university has created
scholarships for indigenous women to study political science.

Jamaica's Gold Street'Program, which addresses teen violence
and adolescent pregnancy, has become a model that the United

‘States is using to confront the same issues in the city of

Baltimore. In Brazil, women are now entitled to free breast and
uterine exams. And in Chile, the government has committed itself
to tackling AIDS and adolescent pregnancies and to expanding

‘educational opportunities for girls. And here in Bolivia, as

part of the President's plans, the Plan de Todos, special efforts
are beihg made to reach out to the indigenous population.

From the northernmost reaches of Canada to the southern tip
of South America, women are pushing governments to lift the veil
of secrecy that for too long has concealed the tragic crime of
domestic violence. I mentioned the legal advances in Panama.
Another ground-breaking domestic violence law was passed in
Ecuador, creating Family Courts that are empowered to separate an
abugive spouse from the home. 1In Costa Rica, police officers
receive special training on how to handle domestic wviolence
cases. In my own country we recently launched a national hotline
for victims of domestic violence which has already received
50,000 calls.

Looking across our region, we also see progress on the goals
that this group outlined at our previous meetings. Those goals
to eliminate measles from the hemisphere, reduce maternal
mortality, and promote education reform are making progress.
Since 1995, our région has witnessed a 63 percent decline in
measles. We have seen the Partnership for the Revitalization of
Education in the Americas launch new efforts to expand
educational opportunities in six countries. And while the tragic
problem of maternal mortality continues to haunt us, we know that

progress will come if we focus more energy and resources on this
issue. '

It is clear that pioneering efforts are underway across the
Americas to improve conditions for women and girls. Earlier

3
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today in La Paz, I visited with Ximena, Banco Sol, the only
commercial bank in the world and the largest that specializes in
microenterprise right here. I spoke to women whose lives had
been transformed because they had received. a modest loan to start
selling vegetables in the market, to start fmaking skirts. Not
only had they become economically self-sufficient, they had begun
to 1lift their families out of poverty and improve the economies
of their communities. We met one woman in the market who is
caring for her gix orphan grandchildren because of the loans that

‘'she had received. I have seen the same encouraging results at

FINCA, a micro-lending enterprise that I visited in Managua,

'Nicaragua. I've visited a comparable enterprise in Santiago and

I have seen it in my own country.

In La Paz today I also visited new and expectant mothers at
a primary health care center run by an NGO, PROSALUD. The 28
PROSALUD clinics offer prenatal care and family planning. services
that have resulted in safer pregnancies and deliveries and, in
some cases, have saved lives. '

This is but one piece of the nationwide effort here in
Bolivia to promote safe motherhood and family planning so that
women and girls are educated about their own health and their own
reproductive options. '

Although the rate is far too high, Bolivia’s success over the

. past five years at reducing maternal mortality otfers a model for

the world -of how one nation has responded to a serious health
crisis and galvanized the government, non-governmental
organizations, and the medical communities. I wish to commend
the President and the Vice President for their leadership in
this very important effort. -

It is worth noting that Bolivia undertook this campaign not
only as a way to reduce maternal mortality, but alsoc to reduce . \

‘the increasing rate of abortion. Without access to family

pPlanning, women often turn in desperation to illegal, unsafe

abortion procedures that account for half of all maternal deaths \
in this country. Deaths from abortion complications are _ ' %&
respongible for from 30 to 70 percent of maternal mortality in

our hemisphere, depending on the country.

4 %",
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Here, in Brazil, and in other places around-the globe, I have
seen examples of how investments in family planning improve
maternal health and the well-being of families as well as reduce
the number of abortions. The United States has supported family
planning efforts, including Bolivia‘’s. However, as you may know,
some members of the United States Congress have voted to limit
American support for family planning initiatives. My husband's
Administration remains committed to encouraging a continuation of
these investments, which represent a sensible, cost-effective and

long-range strategy for improving women's health and for lowering

the rate of abortion. And for my part, I will certainly remember
and share the powerful stories I have heard around the world to
explain why these programs are critical.

Education is also critical. It is inextricably tied to how
women and children achieve progress. Children of illiterate
mothers are twice as likely to die as those with mothers who are
educated. So our efforts across the Western Hemisphere to
educate girls and mothers will have a profound and concrete
effect on women's health. The better educated a girl or woman \
is; the healthier she is. The healthier she is, the healthier
her family is. And all of society stands to gain.

While some may dismiss the achievements of this conference
and the conferences before or of the Beijing Agenda as merely
"women's issues" that have no place on the front-burner of global
politics, I believe that you here in Bolivia, and certainly your
President and Vice President understand how they are part of
sustainable development and progress. They represent a balancing
of power that is just as crucial to the endurance of democracy as
issues like trade, diplomacy and national security. Democracy,
after all, requires the full participation of all citizens,
including women.

And today, we can take heart knowing that democracy has
replaced dictatorship around the world and virtually throughout
our own hemisphere. . Building and sustaining democracy has always
required a balance of power, a balance of public power, private
economic power, and the power of civic society, those formal and

informal networks that bring people together. It ie the balance

of power that Bolivia has incorporated into its Popular
Participation Law, and by doing so, insured the further success
of democracy. Whether we succeed at achieving the balance of

5
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power is particularly important for women who despite the strides
we have made, still find their voices silenced and their
potential stymied in too many parts of the world. 1In country
after country -- from the most advanced democracies to those
newly emerging, from the most dynamic free market economies to

‘those struggling in the face of rapid global change -- women are

still striving to define and attain their rightful place in
government, the economy, the civil society and throughout their
lives. ' :

Women are seeking balance in their lives and in their
societies, and I am heartened that civic education is on the
agenda of this conference. Teaching people about democratic
values and the importance of their participation in the political
process is critical to sustaining democracy. When we loock at
what is happening in our hemisphere, when I loock at what is
happening in my own country, I see that the voices and votes of
women can make a difference. - If all of us believe in the God-
given potential of each human being, then all of us should do
what we can in our own ways and our own roles to further those

~ voices and that potential.

For all of the challenges that confront us on the eve of
this new century I am optimistic about our future. I am
optimistic about our hemisphere and about our capacity to meet
those challenges. And certainly, if there is one vision that
should guide us, it is that of the young people who rely on us to
leave them a world that encourages their dreams, nurtures their
talents and respects their choices. That is really why we are
gathered today -- most of us in this auditorium have made most of
the choices we will make that will determine the course of our
lives. It is up to us to determine how we provide the same
opportunities for all of our sons and daughters. '

Building a bhetter future for children, women, men, and
families in the Western Hemisphere is not just the opportunity of
government, it is the responsibility of all of us. And I thank
you very much for being part of meeting that responsibility and
challenge. '

#7/17



FIRST LADY HILLARY RODHAM CLINTON
NATIONAL FAMILY PLANNING AND REPRODUCTIVE HEALTH ASSOCIATION
VIDEOTAPED REMARKS FOR SILVER ANNIVERSARY
FEBRUARY 27, 1996

Good evening. I wish I could be with all of you tonight to
celebrate the Silver Anniversary of the National Family Planning
~and Reproductive Health Association. ' Through your work, NFPRHA
[NIF-rah] is educating and empowering people to be the best
parents possible. This starts with g1v1ng them the means and the
_encouragement to plan their pregnancies and better support their
children.

I'm particlarly pleased to join you for this special tribute
to Justice Harry Blackmun, who is receiving the Silver
Anniversary Award for Lifetime Achievement. Justice Blackmun's
career has been about bettering people's lives, and about
bettering our country in the process. Always wise, always humble,
he never let his 24 years of service on the United States Supreme
Court distance him from the experiences of his fellow Americans.
And he never has lost his sense of humor -- no mean feat for
someone who has lived in Washington that long.

Today, we all celebrate Justice Blackmun's legacy of
courage, compassion, integrity and faith in our legal system to
do right by our citizens. Justice Blackmun's imprint is on almost
every major Supreme Court case of the past generation. I wish we
had time to review all of his contributions and accomplishments.
But let me just mention one: Justice Blackmun's leadership on the
case known as Roe v Wade, which inspired a whole generation of
law school students at the time, including me.

Justice Blackmun's opinions for the Court in Roe and Doe \
recognized not only the rights of American women, but also the
professional obligations of America's doctors.

On behalf of the President and all Americans, I offer
congratulations to Justice Blackmun and thanks for his example of
wisdom, leadership, and dedication to our country.

I also would like to join all of you in recognizing two
other Silver Anniversary Award winners -- Congressman Henry
Waxman of California and Congressman John Porter of Illinois,
both of whom are being honored for their leadership in the public
policy arena.

No current member of Congress has done more to assure access
to family planning services for low income women than my friend,
Congressman Waxman. From the California legislature to the U. S.
Congress, Henry Waxman has been a champion of family planning.

He has led the charge to ensure that women are able to get needed \
services and to know about the options available to them.



Congressman Waxman has provided the leadership, tenacity and
moral courage to ride out the storm on one of our nation's most
emotional issues. As one of his friends once sdid, Henry's not a
rock. He's a river. He keeps going until he changes the ground.

It is also fitting that tonight you honor Congressman Porter
for his leadership in Congress, not only for his work on family
planning issues but for his commitment to universal access to
health care and medical research. Congressman Porter has fought
hard to ensure that women get the counseling they need at
federally funded family planning clinics. He understands that

__federal support for scientific research and discovery is what has
made our health care system second to none. Dedication and
courage are the hallmarks of Congressman Porter's tenure in
Congress, and I am pleased to join in this tribute to him.

I wish NFPRHA [NIF-rah] and your member organizations
continued success and courage and I congratulate the other
honorees here this evening. Thank you, and happy anniversary.

t##

At



Remarks: World Health Organization Forum

.-

1of5

e e e

http://www.whitehouse.gov/WH/EQOP/First_Lady/html/China/who.htmli
First Lady Hillary Rodham Clinton

Remarks to the World Health Orgamzatlon Forum
on Women and Health Security

Beijing, China
September 5, 1995

MRS. CLINTON: Thank you very much. Thank you Dr. Nakajima, Mrs.
Mongella, all of the panelists, delegates to this important conference, and
guests from all over the world. I am honored to be here this morning among
women and men who are committed to 1mprovmg the health of women and
girls everywhere in our world.

[ want to start by commending the World Health Organization for making
women's health a top priority and for establishing the Global Commission on
Women's Health.

I am also proud that in the preparatory meetings for this Fourth World
Conference on Women, the United States took the lead with other countries in
highlighting the importance of a comprehensive approach to women's health.
That approach builds on actions taken at previous women's conferences and the
recent conferences at Cairo and Copenhagen, whose goals to promote the health
and well-being of all people were endorsed by 180 nations.

Cairo was particularly significant as governmental and non-governmental
participants worked together to craft a Program for Action which, among other
things, calls for universal access to good quality reproductive health care
services, including safe, effective, voluntary family planning; greater access to
education and health care; more responsibility on the part of men in sexual and
reproductive health and chlldbearmg, and reduction of wasteful resource
consumption. _

Here at this conference, improving girls and women's health is a priority of the
draft Platform for Action. It includes such goals as: Access to universal primary
health care for all people -- a goal not yet achieved in many countries, including
my own. The promotion of breast feeding. The provision of safe drinking water
and sanitation. Research in and attention to women's health issues, including:
environmental hazards, prevention of HIV/AIDS and other sexually transmitted
diseases, encouragement for adolescents to postpone sexual activity and
childbearing, and discouragement of cultural traditions and customs that deny
food and health care to girls and women.

Goals such as these illustrate 2 new commitment to the well-being of girls and
women and a belief in their rights to live up to their own God-given potentials.

At long last, people and governments everywhere are beginning to understand
that investing in the health of women and girls is as important to the prosperity
of nations as investing in the development of open markets and trade. The
health of women and girls cannot and must not be divorced from progress on
other economic and social issues.

Scientists, doctors, nurses, cofnr'hunity leaders and women themselves are
working to improve and safeguard the health of women and families all over

1/8/99 10:00 AM
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the world. If we join together as a global community, we can lift up the health
and dignity of all women and their families in the remaining years of the 20th
century and on into the next millennium.

Yet, for all the promise the future holds, we also know that many barriers lie in
our way. For too long, women have been denied access to health care,
education, economic opportunities, legal protection and human rights -- all of
which are used as building blocks for a healthy and productive life.

In too many places today, the health of women and families is compromised by
inadequate, inaccessible and unaffordable medical care, lack of sanitation,
unsafe drinking water, poor nutrition, insufficient research and education about
women's health practices, and coercive and abusive sexual practices.

In too many places, the status of women's health is a picture of human suffering
and pain. The faces in that picture are of girls and women who, but for the
grace of God or the accident of birth, could be us or one of our sisters, mothers
or daughters.

Today, at least fifteen percent of pregnant women suffer life threatening
complications and more than one-half million women around the world die in
childbirth. Most of those deaths could be prevented with basic primary,
reproductive and emergency obstetric health care. In some places, there are
175,000 motherless children for every one million families. Many of those
children don't survive. And of those who do, many are recruited into a life of
exploitation on the streets of our world's cities, subjected daily to abuse,
indignity, disease, and the specter of early death.

There must be a renewed commitment to improving maternal health. The
World Health Organization laiinched in 1987 a Safe Motherhood Initiative to
have maternal mortality by the year 2000. To reach that goal, more attention
must be paid to emergency medical care as well as primary prenatal care.
Providing emergency obstetric care is a relatively cheap way of saving lives --
and along with family planning services is among the most cost effective
1ntervent10ns in even the poorest of countries.

The commitment of the World Health Orgamzation and its Global Commission
on Women's Health to make childbearing and childbirth a safe and healthy
period of every woman's life deserves action on the part of every nation
represented here.

In addition, one hundred million women cannot obtain or are not using family
planning services because they ‘are poor, uneducated or lack access to care.
Twenty million of these women:will seek unsafe abortions -- some will die,
some will be disabled for life. A growing number of unwanted pregnancies are
occurring among young women, barely beyond childhood themselves. As we
know, when children have chlldren the chance of schooling, jobs, and good
health is reduced for both parent and child. And our progress as a human family
takes another step back. ‘

The Cairo document recogmzes "the basic right of all couples and individuals
to decide freely and responsibly the number, spacing and timing of their
children and to have the information and means to do so." Women should have
the right to health care that will enable them to go safely through pregnancy and
childbirth and provide them with the best chance of having a healthy infant.

Women and men must also have the right to make those most intimate of all
decisions free of discrimination, coercion and violence, particularly any
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coercive practices that force women into abortions or sterilizations.

On these issues, the US supports the provisions in the Beijing Platform for
Action that reaffirm consensus language that was agreed to at the Cairo
Conference about a year ago. But I also want to emphasize what the Cairo
document said on a particularly sensitive issue to many represented here. It
declared that "in no case should abortion be promoted as a method of family
planning" -- and that too should be reaffirmed loudly and clearly The Platform
asks governments "to strengthen their commitment to women's health, to deal
with the health impact of unsafe abortion as a major public health concern and
to reduce the recourse to abomon through expanded and 1mproved family
planning services." o

As Mrs. Mongella reminded us, violence is also a health issue. It is about time
we recognized it as such and began to move against it whereever it occurs.
Violence against women remains a leading cause of death among girls and
women between the ages of 14 and 44 -- violence from ethnic and religious
conflicts, crime in the streets and brutality in the home. For women who
survive the violence, what often awaits them is a life of unrelenting physical
and emotional pain that destroys their capacity for mothering, homemaking or
working and can lead to substance abuse, and even suicide.

Violence against girls and women goes beyond the beatings, rape, killings and
forced prostitution that arise from poverty, wars and domestic conflicts. Every
day, more than 5,000 young girls are forced to endure the brutal practice of
genital mutilation. The procedure is painful and llfe-threatenmg It is degrading.
And it is a violation of the physical integrity of a woman's body, leaving a
lifetime of physical and emotlonal scars.

HIV, AIDS, and sexually trans_mltted diseases threaten more and more women
-- and you will hear more about that poignantly and personally later. Experts
predict that by the end of this decade more than half of the people in the world
with HIV will be women. AIDS, which threatens whole families and regions,
demands the strongest possible response. Governments and the international
community must address head-on the growing number of women who are being
infected -- and that means refusing to deny the extent of the problem and
beginning to deal with it in order to start solving it and preventing it whereever
we can.

More than 700,000 women worldwide face breast cancer each year -- and over
300,000 die of it. It's the leading cause of death for women in their prime in the
developed world. In the time I speak to you today, 25 women around the world
will die of breast cancer. In my own country, it is hard to find a family, an
office, or a neighborhood that has not been touched by this disease. My own
mother-in-law struggled against breast cancer for four years before losing her
battle. That is another diseas'e ‘that all of us must join forces together to combat.

Tobacco use is the number ¢ one preventable cause of death. Some might think
that is doesn't rank up there with the other serious problems that will be
discussed, AIDS/HIV -- and of course it does not have the extraordma:ly
painful image and effects that other threats to health do -- but is is a killer and it
causes great anguish among those who are struck down. Ninety percent of
women who smoke began to smoke as adolescents -- leading to high rates of
heart disease, cancer, and chronic lung disease later in life -- that are not only a
burden to the individual and the family -- but to the health care system that are
trying cope with diseases such as AIDS and breast cancer.

As the World Health Organizatipn points out, we also need to recognize and
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effectively address the fact that women are far more likely to be exposed to
work-related and environmental health hazards. Policies to alleviate and
eliminate such health hazards associated with work in the home and in the
workplace also demand actlon -
Research indicates further that‘ certain communicable diseases affect women in
greater numbers. Tuberculosis, for example, is responsible for the deaths of one
million women each year and'those in their early and reproductive years are
most vulnerable. -

When health care systems around the world don't work for women; when our
mothers, daughters, sisters, friends and co-workers are denied access to quality
care because they are poor, do not have health insurance, or simply because
they are women, it is not just théir health that is put at risk. It is the health of
their families and communities as well.

Like many nations, the United States brings to this conference a serious
commitment to improving women's health. We bring with us a series of
initiatives which represent the first steps to carrying out this Conference's
Platform for Action.

We are continuing to work for health care reform to ensure that every citizen
has access to affordable, quality care.

We are proposing a comprehé}lSiVe and coordinated plan to reduce smoking by
children and adolescents by 50 percent.

We are working to address the many factors that contribute to teenage
pregnancy, our most serious social problem, by encouraging abstinence and
personal responsibility on the part of young men and women; improving access
to health care and family planmng services; and supporting health education in
our schools. .

We are pursuing a public policy agenda on HIV/AIDS that is specific to
women, adolescents, and children.

We are continuing to fund and conduct contraceptlve research and
development.

We are addressing the health needs of women through initiatives such as:

o The National Action Plan on Breast Cancer -- a public, private
partnership working with all agencies of government, the media,
scientific organizations, advocacy groups and industry to advance breast
‘'health and eradicate breast cancer as a threat to the lives of American
women.

« An Expansion of the National Breast and Cervical Cancer Early
Detection Program -- we hope will ensure that women who need regular
screening and detection services have access to them, and that those
services meet quality standards.

« The inclusion of women in clinical trials for research and testing of drugs
or other interventions that probe specific differences between men and
women in patterns of disease and reactions to therapy.

« The specific health needs of older women will be addressed through .
educational campaigns about osteoporosis, cancer and other diseases.
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 And the United States is conductmg the largest clinical research study
ever undertaken to examine the major causes of death, disability and
frailty in post-m enopausal women.

We come prepared to be partners working together on behalf of women's health
security -- which must be a priority of all people and governments working
together. Without good health, a woman's God-given potential can never be
realized. And without healthy women, the world's potential can never be
realized.

So I hope that through this conference we renew our commitment to join
together to ensure that every little boy and girl that comes into our world is
healthy and wanted; that every young woman has the education and economic
opportunity to live a healthy life; and that every woman has access to the health
care she needs throughout her life to fulfill her potential in her family, her
work, and her community.

If we care about the futures of our daughters, our sons, and the generations that
will follow them, we can do nothing less.

I want to thank so many of you m this room for the work you do everyday to
bring better health to women, men, children, and families throughout world.
Thank you for helping governments and citizens understand that we cannot talk
about equality and social development without also talking about health care.

Most of all, thank you for being part of this historic and vital discussion. It
holds promise for our future, if we act and continue to work together. I was
pleased to find this declaration on women's health and health security and to see
in it goals with measurable targets. That is what we must commit ourselves to.
Rhetoric alone, recognition of the problems alone, will not save another girl
child, will not prevent the disease that cuts down too many women in their -
prime, will not ease the passage of women in their older years who have -
worked so hard all their lives. It is only by combining the rhetoric and
recognition with a commitment to specific actions that will bring about the
changes we want to see. | commend and thank you for being part of that effort.
Thank you very much.

United Nations Fourth World Conference on Women
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First Lady Hillary Rodham Clinton
Remarks to the United Nations Fourth World Conference on Women
Beijing, China

MRS. CLINTON: Thank you very much Gertrude Mongella, for your dedicated work that has brought
us to this point.

Distinguished delegates and guests, I would like to thank the Secretary General of the United Nations for
inviting me to be part of this important United Nations Fourth World Conference on Women. This is
truly a celebration -- a celebration of the contributions women make in every aspect of life: in the home,
on the job, in the community, as mothers, wives, sisters, daughters, learners, workers, citizens and
leaders.

Itis also a coming together, much the way women come together every day in every country.

We come together in fields and in factories. In village markets and supermarkets. In living rooms and
board rooms.

Whether it is while playing with our children in the park, or washing clothes in a river, or taking a break
at the office water cooler, we come together and talk about our aspirations and concerns. And time and
again, our talk turns to our children and our families.

However different we may appear, there is far more that unites us than divides us. We share a common
future. And we are here to find common ground so that we may help bring new dignity and respect to
women and girls-all over the world -- and in so doing, bring new strength and stability to families as
well.

By gathermg in Beijing, we are focusing world attention on issues that matter most in the lives of
women and their families: access to education, health care, jobs, and credit, the chance to enjoy basic
legal and human rights and to participate fully in the polmcal life of their countries.

There are some who question the reason for this conference. Let them listen to the voices of women in
their homes, neighborhoods, and workplaces. :

There are some who wonder whether the lives of women and girls matter to economic and political
progress around the globe. ... Let them look at the women gathered here and at Hairou.... the
homemakers, nurses, teachers, lawyers, policymakers and women who run their own businesses.

It is conferences like this that compel govemments and peoples everywhere to listen, look and face the
world's most pressing problems _

Wasn't it after the women's conference in Nairobi ten years ago that the world focused for the first time
on the crisis of domestic violence?

Earlier today, [ participated in a World Health Organization forum. In that forum we talked about ways

that where government officials, NGOs, and individual citizens are working on ways to address the
health problems of women and glrls
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Tomorrow, I will attend a gathering of the United Nations Development Fund for Women. There, the
discussion will focus on local -- and highly successful -- programs that give hard-working women access
to credit so they can improve their own lives and the lives of their famllles

What we are learning around the world is that, if women are healthy and educated, their families will
flourish. If women are free from violence, their families will flourish. If women have a chance to work
and earn as full and equal partners in society, their families will flourish.

And when families flourish, communities and nations will flourish.

That is why every woman, every man, every child, every family, and every nation on our planet does
have a stake in the discussion that takes place here. .

Over the past 25 years, I have worked persistently on issues relating to women, children and families.
Over the past two-and-a-half years, [ have had the opportunity to learn more about the challenges facing
women in my own country and around the world

I have met new mothers in Indonesia, who come together regularly in their village to discuss nutrition,
family planning, and baby care.

I have met working parents in Denmark who talk about the comfort they feel in knowing that their
children can be cared for in creative, safe, and nurturing after-school centers.

I have met women in South Africa who helped lead the struggle to end apartheid and are now helping
build a new democracy.

I have met with the leading women of my own hemisphere who are working every day to promote
literacy and better health care for the children in their countries.

I have met women in India and Bangladesh who are taking out small loans to buy milk cows, rickshaws,
thread and other materials to create a livelihood for themselves and their families.

I have met doctors and nurses in Belarus and Ukraine who are trying to keep children alive in the -
aftermath of Chemobyl

The great challenge of this conference is to give voice to women everywhere whose experiences go
unnoticed, whose words go unheard.

Women comprise more than half the world's population. Women are 70% percent of the world's poor,
and two-thirds of those who are not taught to read and write.

Women are the primary caretakers for most of the world's children and elderly. Yet much of the work we
do is not valued -- not by economists, not by historians, not by popular culture, not by government
leaders.

At this very moment, as we sit here, women around the world are giving birth, raising children, cooking
meals, washmg clothes cleaning houses ‘planting crops, working on assembly lines, runmng companies,
and running countries.

Women also are dying from diseases that should have been prevented or treated; they are watching their
children succumb to malnutrition caused by poverty and economic deprivation; they are being denied the
right to go to school by their own fathers and brothers; they are being forced into prostitution, and they
are being barred from the bank lending office and banned from the ballot box.

Those of us who have the opportunity to be here have the responsibility to speak for those who could
not.
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As an American, I want to speak up for women in my own country -- women who are raising children on
the minimum wage, women who can't afford health care or child care, women whose lives are threatened
by violence, including violence in their own homes.

I want to speak up for mothers who are ﬁghtlng for good schools, safe nelghborhoods clean air and
clean airwaves..

...for older women, some of them widows, who have raised their families and now find that their skills
and life experiences are not valued in the workplace... for women who are working all night as nurses,
hotel clerks, and fast food chefs so that they can be at home during the day with their kids... and for
women everywhere who simply don't have time to do everything they are called upon to do each day.

Speaking to you today, I speak for them, just as each of us speaks for women around the world who are
denied the chance to go to school, or see a doctor, or own property, or have a say about the direction of
their lives, simply because they are women.

The truth is that most women around the world work both inside and outside the home, usually by
necessity.

We need to understand that there is no one formula for how women shotxld_ lead their lives.

That is why we must respect the choices that each woman makes for herself and her family. Every !

woman deserves the chance to realize her God-given potential.

We also must recognize that women will never gain full dignity until their human rights are respected
and protected.

Our goals for this conference, to strengthen families and societies by empowering women to take greater |
control over their own destinies, cannot be fully achieved unless all governments -- here and around the
world -- accept their responsibility to protect and promote internationally recognized human rights.

The international community has long acknowledged -- and recently affirmed at Vienna -- that both

women and men are entitled to a range of protections and personal freedoms, from the right of personal
security to the right to determine freely the number and spacing of the children they bear.

No one should be forced to remain silent for fear of religious or political persecution, arrest, abuse or
torture.

Tragically, women are most often the ones whose human rights are violated.

Even in the late 20th century, the rape of women continues to be used as an instrument of armed
conflict. Women and children make up a large majority of the world's refugees. And when women are
excluded from the political process, they become even more vulnerable to abuse.

I believe that, on the eve of a new millennium, it is time to break our silence. It is time for us to say here
in Beijing, and the world to hear, that it is no longer acceptable to discuss women's rights as separate
from human rights.

These abuses have continued because, for too long, the history of women has been a history of silence.
Even today, there are those who are trying to silence our words.

The voices of this conference and _of the women at Hairou must be heard loud and clear:

It is a violation of human rights when babies are denied food, or drowned, or suffocated or their spines
broken, simply because they are born girls.

It is a violation of human rights when women and girls are sold into the slavery of prostitution.
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It is a violation of human rights when women are doused with gasoline, set on fire and burned to death
because their marriage dowries are deemed too small.

It is a violation of human rights when 1nd1v1dual women are raped in their own communities and when
thousands of women are subjected to rape as a tactic or prize of war.

It is a violation of human rights when a leading cause of death worldwide among women ages 14 to 44 is
the violence they are subjected to in their own homes by their own relatives.

It is a violation of human rights when young glrls are brutallzed by the painful and degrading practice of
genital mutilation.

It is a violation of human rights when women are denied the right to plan their own families, and that ‘1
includes being forced to have abortions or bemg sterilized against their will. '

If there is one message that echoes forth from this conference, let it be that human rlghts are women's
rights.... And women's rights are human rights, once and for all.

Let us not forget that among those rights are the right to_speak freely. And the right to be heard.

Women must enjoy the right to participate fully in the social and political lives of their countries if we
want freedom and democracy to thrive and endure.

It is indefensible that many women in non-governmental organizations who wished to participate in this
conference have not been able to attend -- or have been prohibited from fully taking part.

Let me be clear. Freedom means the right of people to assemble, organize, and debate openly. It means
respecting the views of those who may disagree with the views of their governments. It means not taking
citizens away from their loved ones and jailing them, mistreating them, or denying them their freedom or
dignity because of the peaceful expression of their ideas and opinions.

In my country, we recently celebrated the 75th anniversary of women's suffrage. It took 150 years after
the signing of our Declaration of Independence for women to win the right to vote.

It took 72 years of organized struggle on the part of many courageous women and men.

It was one of America's most divisive phllosophlcal wars. But it was also a bloodless war. Suffrage was
achieved without a shot fired. :

We have also been reminded, in V-J Day observances last weekend, of the good that comes when men
and women join together to combat the forces of tyranny and build a better world.

We have seen peace prevail in most places for a half century. We have avoided another world war.

But we have not solved older, deeply-rooted problems that continue to diminish the potential of half the
world's population.

Now it is time to act on behalf of women everywhere

If we take bold steps to better the lives of women, we will be taking bold steps to better the lives of
children and families too.

Families rely on mothers and wives for emotional support and care; families rely on women for labor in
the home; and increasingly, fam1lles rely on women for income needed to raise healthy children and care
for other relatives.

As long as discrimination and inequities remain so commonplace around everywhere in the world -- as
long as girls and women are valued less, fed less, fed last, overworked, underpaid, not schooled and
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subjected to violence in and out of their homes -- the potential of the human family to create a peaceful,
prosperous world will not be realized.

Let this conference be our -- and the world's -- call to action.

Let us heed the call so that we can create a world in which every woman is treated with respect and
dignity, every boy and girl is loved and cared for equally, and every family has the hope of a strong and \
stable future.

That is the work before you, that is the work before all of us, who have a vision of the world we want to
see for our children and our grandchildren. The time is now. We must move beyond rhetoric, we must
move beyond recognition of problems, to working together, to have the common efforts to build that
common ground we hope to see. : :

God's blessings on you, your work and all who will benefit from it. Godspeed and thank you very much.
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THE WHITE HOUSE AT WORK

Thursday, January 22, 1998
INCREASING SUPPORT FOR FAMILY PLANNING

I will continue to do everything I can to make sure that every child
in America is a wanted child, raised in a loving, strong family.
Ultimately, that is the ldea the anniversary of Roe v. Wade
celebrates. .

President Bill Clinton
January 22,1998

Today, marks the 25th anniversary of Roe v. Wade, the landmark Supreme
Court decision that affirmed every woman's right to choose whether and when
to have a child. President Clinton is committed to ensuring this right, and in
doing so, to protecting two of our nation's most deeply-held values, personal
privacy and family responsibility.

' Prevention and Family Planning. During the last five years, the .
Administration has worked hard to reduce the need for abortions and to prevent
unintended pregnancy by making comprehensive family planning and sex
education programs more widely available. The President's FY 1999 budget
calls for: .

o Increased Funding for Title X. The proposal will increase Title X
Family Planning grants by $15 million -- a 46% increase since FY1992.

« Medicaid and Other Services. The proposal will provide almost $500
million in federal funds to Medicaid to support family planning services.
Additionally, the Maternal & Child Health Block Grant, the Social
Services Block Grant, and the Preventive Health Block Grant will

- provide $100 million to state and local communities for family planning
services.

« Prevention Education and Research. The proposal will provide about
$200 million for the National Institutes of Health's research on infertility,
contraception, and related matters, and CDC's programs to educate
teenagers about sexual development and abstinence. Additionally, Health
and Human Service's teen pregnancy prevention and related youth
programs will continue to engage the Girl Power! education initiative in
sustained efforts to promote pregnancy prevention among girls 9- to
14-years-old.

A Comprehensive Approach to Family Planning. Under the President's
proposal nearly 5 million clients each year at more than 4,700 family planning
clinics nationwide, would have access to a comprehensive set of family
planning services including contraceptive services, pregnancy testing, sexually
transmitted disease screening and treatment, and education and outreach.

Supporting International Family Planning. The Administration is strongly
committed to international family planning efforts. The President has blocked
several Congressional attempts to prohibit funding for international family
planning groups that use their own funding to lobby on behalf of abortion rights
or perform abortions. Under the President's Budget, bilateral assistance
provided through AID and a551stance to the United Nations Population Fund
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will grow to $425 million in FY 1999, a 32% increase over FY 1992.
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Fact Sheet V

Promoting Reproductive Health Services for Women

"Certain choices are too personal for politics."” President Clinton and Vice
President Gore

The President is commltted to ensurmg that all women have access to reproductlve
health and family planning services, that all women are able to determine the number
and spacing of their children, and that abortion is safe, legal and rare.

Reversed the Gag Rule

During his first week in office, President Clinton reversed the previous administration's
attempts to prevent federally funded family planning clinics from providing full information
on options for resolving unintended pregnancies. A notice of proposed rule making for
permanent reversal has been issued.

Supports Reproductive Health and Family Planning

Under President Clinton, the annual budget for the Title X Family Planning Program has
increased from $173.4 million to $193.3 million. This program is the primary federal
mechanism for direct provision of reproductive health and family planning services to
low-income women. It is estimated that subsidized family planning services, such as those
provided through Title X, prevent more than 1 million unintended pregnancies and 500,000
abortions each year. In addition, the President reversed the ban, instituted in 1987 by the
Reagan Administration, on privately funded abortion services in U.S. military hospitals; and
repealed the Mexico City policy, established in 1984 banning U.S. funding support to
international organizations that include abortion services in their reproductive health and
family planning programs. In 1994, at the International Conference on Population and
Development in Cairo, the United States agreed with more than 150 nations to promote
reproductive health for all women and to address the threat to women's health from unsafe
abortion. :

Establlshmg Clinic Safety "
President Clinton signed the Freedom of Access to Clinic Entrances Act to fight the
escalating violence against women and doctors at women's health clinics.

Moved Forward with Reproduc"t:i:\i{e Research
President Clinton ordered that the ban on mifepristonne, a drug that terminates pregnancy
without surgery, be revisited. Currently, the drug is undergoing clinical trials in the U.S.

Establishing Services for Victims of Rape and Incest

Under President Clinton, the Department of Health and Human Services implemented a
congressionally ordered change to Medicaid to include abortion services for women whose
pregnancies result from rape or incest, in addition to saving the life of the woman.

ﬁ" ice of Women's Initiatives and Outreach Phone: 202 456-7300; Fax: 202 456-7311
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