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In 2009, the murder of Dr. George Tiller—an abortion 
provider in Kansas—brought renewed attention to the 
issue of antiabortion harassment. Extreme acts of violence 
against abortion providers may lead to declines in the 
number of providers in the area.3 In 2000, some 82% of 
facilities providing 400 or more abortions per year experi-
enced some type of harassment. Most commonly, harass-
ment took the form of picketing and physical contact 
with or blocking of patients, but 15% of large providers 
received a bomb threat.4 

This analysis provides abortion information for 2007 
and 2008 to examine if the CDC data represent a reversal 
of the long-term decline or a “blip” in abortion incidence, 
and also presents updated measures of the accessibility of 
services. Recent information about antiabortion harass-
ment can serve as an indicator of access to services and 
provide insight about the types of facilities that are most in 
need of legal protections against these activities.

METHODS
Questionnaire Content and Fielding
The census of abortion providers described here, the 
15th in a series dating back to 1973, was conducted in 
2009; follow-up of nonrespondents extended into 2010. 
The questionnaire was modeled on the  instrument used 

The incidence of abortion in the United States declined for 
more than a decade, but this trend may be ending, or at least 
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1990, at 1.61 million, and dropped 25%, to 1.21 million, 
by 2005.1 Similarly, the abortion rate declined 29% over the 
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19.4 per 1,000. However, data from the Centers for Disease 
Control and Prevention (CDC), based on records from health 
departments in 48 reporting areas, show that the number 
and rate of abortions increased 3% between 2005 and 2006.2

The number and rate of abortions are in part depen-
dent on the accessibility of abortion services, which may 
be affected by the number of providers, gestational limits, 
cost and antiabortion harassment. The number of abor-
tion providers in the United States has been declining 
steadily:* It peaked in 1982, at 2,900 facilities, and had 
fallen to 1,800 by 2005.1 In that year, 87% of counties 
lacked an abortion provider, and 35% of women aged 
15–44 lived in those counties;1 some of these women may 
lack the time or resources to travel to a provider. 
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*The term “provider” refers to the physical site where abortion services 

are offered. Several physicians offering abortions at one site are con-

sidered a single provider, while an agency with several sites constitutes 

multiple providers.
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report and we had reason to believe the provider-supplied 
information was inaccurate (e.g., if the provider caseload 
differed substantially from that in the prior census and the 
facility was in a state with strict reporting requirements).

Intensive telephone follow-up of nonrespondents was 
carried out between September 2009 and June 2010, and 
particular effort was made to obtain the total number of 
abortions performed. During this phase of data collection, 
more than 7,100 contacts were made with approximately 
1,000 providers.

Of the 2,344 facilities surveyed, 1,024 responded to the 
mailed questionnaire, 501 responded during nonresponse 
follow-up and health department data were used for 451 
facilities. We determined that 14 providers had closed 
or stopped offering abortion services during the survey 
period, and excluded 15 facilities that we could not con-
fi rm provided abortions. For 109 facilities, we obtained 
estimates of the number of abortions performed from 
knowledgeable sources in the area, including other provid-
ers of reproductive health services and organizations that 
worked on reproductive health issues. We made our own 
estimates for the remaining 230 facilities, usually on the 
basis of information obtained in prior abortion censuses. 
If a provider had not previously participated in the census, 
our estimates were based on informal data, such as infor-
mation from the provider’s Web site, caseloads of other 
providers in the immediate area and information obtained 
from telephone calls to the provider (e.g., hours of opera-
tion, gestations at which abortions were provided). 

In the prior census, California’s health department pro-
vided information about hospitals, but only for inpatient 
abortions (typically procedures performed late in the sec-
ond trimester). For the current survey, we obtained hospi-
tal data on both inpatient and outpatient procedures; this 
allowed us to identify 65 additional hospital providers in 
the state in 2008. These facilities performed 470 abortions 
in 2008, and we expect many of them had provided small 
numbers of abortions in previous years as well.

Of the abortions that occurred in 2008, some 82% were 
reported by providers, 9% came from health department 
data, 6% were estimated by knowledgeable sources and 
3% were projections or internal estimates. By comparison, 
in 2005, some 76% of abortions were reported by provid-
ers, 12% came from health departments, 9% were external 
estimates and 3% were estimated internally.1

Analysis
We distinguished among four types of providers: abor-
tion clinics, other clinics, hospitals and physicians’ offi ces. 
Abortion clinics are defi ned as nonhospital facilities in 
which half or more of patient visits are for abortion ser-
vices. Other clinics are sites in which fewer than half of 
patient visits are for abortion services; these include physi-
cians’ offi ces that provide 400 or more abortions per year. 
Physicians’ offi ces are facilities that perform fewer than 
400 abortions per year and have names suggesting that 
they are physicians’ private practices.

in the previous census, which collected data for 2004 
and 2005.1 All respondents were asked the number of 
induced abortions that were performed in their facilities 
in 2007 and 2008, minimum and maximum gestations at 
which abortions were offered, and whether early medica-
tion abortion was offered.* The data represent abortions 
according to the state in which they occurred, not the 
state of residence of women having the abortions. Clinics 
and physician providers (but not hospital providers) were 
also asked about the number of medication abortions per-
formed (with separate items for mifepristone and metho-
trexate), charges for surgical and medication abortions, 
experience of harassment and the proportion of provider 
services accounted for by abortions. Questions about ges-
tational limits, charges and proportion of client services for 
abortion referred to the time when the questionnaire was 
completed, so this information applies to 2009, since the 
majority of responses came in that year. We asked fewer 
questions of hospitals because the individuals answering 
the questionnaires in these settings typically have access 
to less information about clients. Information restricted 
to nonhospital facilities represents the experience of most 
women having abortions, since these providers perform 
the vast majority of all abortions (95% in 2005).1

All nonhospital facilities known to have performed abor-
tions in 2005 were surveyed, and possible new providers 
were identifi ed through various sources: provider listings 
on the Internet, newspaper ads, telephone directories, 
and the membership directories of the National Abortion 
Federation and the Abortion Care Network. Additional 
providers were identifi ed and surveyed throughout the 
data collection process.

In May 2009, we mailed questionnaires to all potential 
providers, and two additional mailings were sent at three-
week intervals to nonrespondents. In July and August 
2009, the distributor of mifepristone (the drug used for 
most early medication abortions) sent the same question-
naire to a subset of approximately 1,200 providers (most 
of which we had likely already identifi ed) that had pur-
chased mifepristone. Twenty-nine providers that were not 
previously in our database responded to these surveys.

We also obtained information about abortion incidence 
from state health departments in 45 states and the District 
of Columbia. Many departments obtain only incomplete 
data from abortion providers, but we sometimes found 
the information useful even if it was incomplete. We used 
the health department fi gures only if the providers did not 
respond to any of our mailings or, in a few instances, if the 
number from the state was very different from the providers’ 

*The U.S. Food and Drug Administration has approved mifepristone for 

use through seven weeks’ gestation, but the drug appears to be effective 

through nine weeks (sources: Child T et al., A comparative study of surgi-

cal and medical procedures: 932 pregnancy terminations up to 63 days 

gestation, Human Reproduction, 2001, 16(1):67–71; and Spitz I et al., Early 

pregnancy termination with mifepristone and misoprostol in the United 

States, New England Journal of Medicine, 1998, 338(18):1241–1247). Thus, 

many providers limit use of this method to abortions at less than 10 weeks. 
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We obtained information on other aspects of abortion 
care from a majority of nonhospital facilities: Sixty-six per-
cent provided information on the number of early medi-
cation abortions, 67% on gestational limits and 66% on 
charges for abortion services. Because response rates varied 
by facility type and caseload, we constructed weights that 
accounted for these differences. Item-specifi c weights were 
applied to medication abortion, gestational limits, charges 
and harassment. Unless otherwise noted, all abortion data 
presented include both surgical and medication abortions.

Census Bureau data on the population of women aged 
15–44 for July 1, 2007, and July 1, 2008, were used 
as denominators for calculating abortion rates for the 
entire United States and for each state and the District of 
Columbia.5 We estimated the national abortion ratio as 
the proportion of pregnancies (excluding those ending in 
miscarriages) that ended in abortion; to do this, we com-
bined our abortion counts with National Center for Health 
Statistics data on the number of U.S. births in the one-year 
periods beginning on July 1 of 2007 and 2008 (to match 
conception times for births with those for abortions).6–8

RESULTS
Abortion Incidence
The incidence of abortion in the United States changed 
little between 2005 and 2008: The number of abortions 
increased by 0.5%, from 1,206,200 to 1,212,350, and the 
abortion rate increased 1%, from 19.4 to 19.6 per 1,000 
women aged 15–44 (Table 1). The abortion ratio did not 
change over this period, remaining at 22 abortions per 
100 pregnancies.

The lack of change in abortion incidence nationally 
masks variations by state. Delaware had the highest abor-
tion rate in 2008 (40 per 1,000 women), partly because of 
a 37% increase in the number of abortions (Table 2, page 
44). Most of this increase can be attributed to one provider 
that acknowledged underreporting abortions in the 2005 
survey. New York and New Jersey had the second and third 
highest abortion rates (38 and 31 abortions per 1,000 
women, respectively). The abortion rate in the District of 
Columbia dropped 45% between 2005 and 2008, from 54 
to 30 per 1,000, which made it the fourth highest in the 
country. High rates were also seen in Maryland, California, 
Florida, Nevada and Connecticut (25–29 per 1,000).

Wyoming had the lowest abortion rate, less than 1 per 
1,000 women; the fi ve states with the next lowest rates were 
Mississippi, Kentucky, South Dakota, Idaho and Missouri 
(5–6 abortions per 1,000). Notably, rates based on abortions 
performed in a given state may differ from rates based on 
abortions obtained by a state’s residents. For example, while 
only 70 abortions were reported in Wyoming in 2005, an 
estimated 1,100 were obtained by Wyoming residents in 
that year, and almost all of them occurred out of state.9

Change in abortion rates varied both within and across 
regions between 2005 and 2008. As in prior years, the rate 
was highest in the Northeast (27 abortions per 1,000 women), 
followed by rates in the West, the South and the Midwest 

(22, 18 and 14 per 1,000, respectively). Both the South and 
the West showed slight increases in rates between 2005 
and 2008 (1–2%). The largest rate increases in the South 
were in Delaware and Louisiana (39% and 38%, respec-
tively); Georgia and Kentucky also had  substantial increases 
(18% and 16%, respectively). California accounted for 18% 
of the nation’s abortions in 2008, and its 2% increase was 
responsible for most of the increase in the West. The abor-
tion rate in the Northeast did not change between 2005 and 
2008; over this period, the rate rose by 23% in Pennsylvania, 
while it declined by 8% in Massachusetts and 9% in New 
Jersey. In the Midwest, the abortion rate was unchanged; 
the sizable increases in North and South Dakota mainly 
refl ect small absolute increases in the relatively small num-
ber of abortions performed in those states. More  notable 
were changes in two states that account for almost half of 
abortions in the Midwest: The abortion rate in Illinois rose 
by 9%, while Michigan showed a 5% decrease.

TABLE 1. Number of reported abortions, abortion rate and 
abortion ratio, United States, 1973–2008

Year No. (in 000s) Rate*  Ratio† 

1973 744.6 16.3 19.3
1974 898.6 19.3 22.0
1975 1,034.2 21.7 24.9
1976 1,179.3 24.2 26.5
1977 1,316.7 26.4 28.6
1978 1,409.6 27.7 29.2
1979 1,497.7 28.8 29.6
1980 1,553.9 29.3 30.0
1981 1,577.3 29.3 30.1
1982 1,573.9 28.8 30.0
1983 [1,575.0] [28.5] [30.4]
1984 1,577.2 28.1 29.7
1985 1,588.6 28.0 29.7
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]
1990 [1,608.6] [27.4] [28.0]
1991 1,556.5 26.3 27.4
1992 1,528.9 25.7 27.5
1993 [1,495.0] [25.0] [27.4]
1994 [1,423.0] [23.7] [26.6]
1995 1,359.4 22.5 25.9
1996 1,360.2 22.4 25.9
1997 [1,335.0] [21.9] [25.5]
1998 [1,319.0] [21.5] [25.1]
1999 1,314.8 21.4 24.6
2000 1,313.0 21.3 24.5
2001 [1,291.0] [20.9] [24.4]
2002 [1,269.0] [20.5] [23.8]
2003 [1,250.0] [20.2] [23.3]
2004 1,222.1 19.7 22.9‡
2005 1,206.2 19.4 22.4
2006 [1,242.2] [19.9] [22.9]
2007 1,209.6 19.5 21.9
2008 1,212.4 19.6 22.4

*Abortions per 1,000 women aged 15–44 as of July 1 of each year. †Abortions 
per 100 pregnancies ending in abortion or live birth; for each year, the ratio 
is based on births occurring during the 12-month period starting in July of 
that year. ‡Figure slightly altered from that previously published because of 
updated birth data. Note: Figures in brackets were estimated by interpola-
tion of numbers of abortions and adjustments based on state health depart-
ment reports. Sources: Number of abortions, population data and birth 
data, 1973–2005:  reference 1. Number of abortions, 2006: 2004–2005 
Guttmacher Abortion Provider Census and adjustments based on 2005, 2006 
and 2007 state health department reports. Population data, 2006–2008:  
 reference 5. Birth data, 2006–2009: references 6–8.
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increases and 14 experienced no change. The number of 
providers declined in the South (10%), the Northeast (8%) 
and the Midwest (5%). In contrast, it grew 15% in the West, 
largely because of a 23% increase in California. Without 
the newly identifi ed facilities in California, the number of 
providers there would have increased by only 8%.

Provider Numbers
The national trend in the number of abortion provid-
ers paralleled that of abortion rates, showing very little 
change: 1,793 in 2008, compared with 1,787 in 2005 
(Table 3). Twenty-seven states and the District of Columbia 
experienced a decrease in providers, while nine had  overall 

TABLE 2. Number of reported abortions and abortion rate, selected years; and percentage change in rate, 2005–2008—all by 
region and state in which the abortions occurred

Region and state Number Rate* 

 2000  2005  2007  2008  2000  2005  2007  2008  % change,  
         2005–2008

U.S. total 1,312,990  1,206,200  1,209,640 1,212,350 21.3  19.4  19.5 19.6   1 

Northeast 325,540  308,040  296,270 302,710 28.0  27.2  26.5  27.2  0 
Connecticut 15,240  16,780  17,390 17,030 21.1  23.6  24.9  24.6  4 
Maine 2,650  2,770  2,870 2,800 9.9  10.5  11.3  11.2  7 
Massachusetts 30,410  27,270  25,790 24,900 21.4  19.9  19.0  18.3  –8 
New Hampshire 3,010  3,170  3,200 3,200 11.2  11.7  12.1  12.3  5 
New Jersey 65,780  61,150  55,370 54,160 36.3  34.3  31.5  31.3  –9 
New York 164,630  155,960  148,990 153,110 39.1  38.2  36.5  37.6  –2 
Pennsylvania 36,570  34,150  36,190 41,000 14.3  13.8  14.9  17.0  23 
Rhode Island 5,600  5,290  4,910 5,000 24.1  23.2  22.1  22.9  –1 
Vermont 1,660  1,490  1,570 1,510 12.7  11.7  12.8  12.5  6 

Midwest 221,230  191,900  184,830 186,930 15.9  14.0  13.7  14.0  0 
Illinois 63,690  50,970  52,200 54,920 23.2  18.9  19.4  20.5  9 
Indiana 12,490  11,150  10,960 10,680 9.4  8.6  8.5  8.3  –3 
Iowa 5,970  6,370  7,110 6,560 9.8  10.6  12.2  11.3  7 
Kansas 12,270  10,410  10,700 10,620 21.4  18.4  19.2  19.2  4 
Michigan 46,470  40,600  35,930 36,790 21.6  19.4  17.6  18.4  –5 
Minnesota 14,610  13,910  14,000 13,060 13.5  12.7  13.2  12.5  –2 
Missouri 7,920  8,400  7,400 7,440 6.6  6.9  6.2  6.3  –10 
Nebraska 4,250  3,220  2,530 2,840 11.6  8.9  7.2  8.1  –9 
North Dakota 1,340  1,230  1,240 1,400 9.9  9.6  9.8  11.2  17 
Ohio 40,230  35,060  33,790 33,550 16.5  14.9  14.7  14.7  –1 
South Dakota 870  790  710 850 5.5  5.1  4.6  5.6   10 
Wisconsin 11,130  9,800  8,270 8,230 9.6  8.5  7.4  7.4  –13 

South 418,630  391,160  396,500 400,770 19.0  17.3  17.4  17.6   2 
Alabama 13,830  11,340  11,270 11,270 14.3  11.9  12.0  12.0  0 
Arkansas 5,540  4,710  4,890 4,890 9.8  8.3  8.6  8.7  4 
Delaware 5,440  5,150  7,570 7,070 31.3  28.8  42.6  40.0   39 
District of Columbia 9,800  7,230  4,160 4,450 68.1  54.2  28.2  29.9  –45 
Florida 103,050  92,300  95,520 94,360 31.9  26.8  27.3  27.2   2 
Georgia 32,140  33,180  35,740 39,820 16.9  16.3  17.3  19.2   18 
Kentucky 4,700  3,870  4,550 4,430 5.3  4.4  5.3  5.1   16 
Louisiana 13,100  11,400  14,340 14,860 13.0  11.7  15.9  16.1   38 
Maryland 34,560  37,590  34,380 34,290 29.0  31.5  28.9  29.0  –8 
Mississippi 3,780  3,090  2,930 2,770 6.0  4.9  4.8  4.6  –7 
North Carolina 37,610  34,500  34,290 33,140 21.0  18.8  18.2  17.5  –7 
Oklahoma 7,390  6,950  7,000 7,160 10.1  9.5  9.7  9.9   4 
South Carolina 8,210  7,080  7,580 7,300 9.3  7.9  8.4  8.1   2 
Tennessee 19,010  18,140  18,380 19,550 15.2  14.4  14.6  15.5   8 
Texas 89,160  85,760  81,880 84,610 18.8  17.3  16.1  16.5  –4 
Virginia 28,780  26,520  29,800 28,520 18.1  16.5  18.3  17.6   7 
West Virginia 2,540  2,360  2,230 2,280 6.8  6.7  6.4  6.6  –1 

West 347,600  315,100  332,030 321,940 24.9  21.8  22.7  22.0   1 
Alaska 1,660  1,880  1,720 1,700 11.7  13.6  12.0  12.0  –11 
Arizona 17,940  19,480  17,550 19,500 16.5  16.0  13.8  15.2  –5 
California 236,060  208,430  223,180 214,190 31.2  27.1  28.6  27.6   2 
Colorado 15,530  16,120  16,260 15,960 15.9  16.1  16.0  15.7  –3 
Hawaii 5,630  5,350  5,650 5,630 22.2  21.8  22.4  22.6   4 
Idaho 1,950  1,810  2,010 1,800 7.0  6.1  6.7  6.0  –2 
Montana 2,510  2,150  2,350 2,230 13.5  11.7  13.0  12.3   5 
Nevada 13,740  13,530  14,070 13,450 32.2  27.0  27.2  25.9  –4 
New Mexico 5,760  6,220  6,840 6,150 14.7  15.7  17.1  15.5  –1 
Oregon 17,010  13,200  13,370 12,920 23.5  17.7  17.9  17.3  –3 
Utah 3,510  3,630  4,100 4,000 6.6  6.4  7.0  6.7   5 
Washington 26,200  23,260  24,860 24,320 20.2  17.5  18.7  18.3   5 
Wyoming 100  70  90 90 1.0  0.7  0.9  0.9   27 

*Abortions per 1,000 women aged 15–44. Note:  Numbers of abortions are rounded to the nearest 10. Sources: See Table 1.
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TABLE 3. Number of abortion providers, selected years, and percentage change between 2005 and 2008; number of counties 
and percentage with no provider, 2008; and percentage of women aged 15–44 living in counties with no provider, 2008—all 
by region and state 

Region and state Providers Counties, 2008      % of women in

 2000 2005 2008  % change,  No.  % with no  
counties with

 
provider 

no provider,
 

 
2005–2008 2008*

U.S. total 1,819 1,787 1,793 0 3,142 87 35 

Northeast 536 541 500 –8 217 53 18 
Connecticut 50 52 47 –10 8 13 5 
Maine 15 13 13 0 16 69 51 
Massachusetts 47 45 41 –9 14 29 10 
New Hampshire 14 13 11 –15 10 50 19 
New Jersey 86 85 75 –12 21 24 9 
New York 234 261 249 –5 62 39 7 
Pennsylvania 73 56 50 –11 67 82 46 
Rhode Island 6 4 4 0 5 80 38 
Vermont 11 12 10 –17 14 43 24 

Midwest 188 183 173 –5 1,055 94 52 
Illinois 37 38 37 –3 102 92 37 
Indiana 15 15 12 –20 92 95 66 
Iowa 8 9 11 22 99 91 51 
Kansas 7 7 4 –43 105 97 57 
Michigan 50 51 46 –10 83 83 32 
Minnesota 11 11 14 27 87 95 62 
Missouri 6 7 6 –14 115 97 73 
Nebraska 5 6 5 –17 93 97 43 
North Dakota 2 1 1 0 53 98 74 
Ohio 35 27 26 –4 88 91 55 
South Dakota 2 2 2 0 66 98 76 
Wisconsin 10 9 9 0 72 93 63 

South 442 405 366 –10 1,423 91 47 
Alabama 14 13 8 –38 67 93 61 
Arkansas 7 3 6 100 75 97 79 
Delaware 9 9 8 –11 3 33 19 
District of Columbia 15 12 8 –33 1 0 0 
Florida 108 103 91 –12 67 72 25 
Georgia 26 34 32 –6 159 94 57 
Kentucky 3 3 3 0 120 98 77 
Louisiana 13 9 7 –22 64 92 65 
Maryland 42 41 34 –17 24 63 20 
Mississippi 4 2 2 0 82 99 91 
North Carolina 55 37 31 –16 100 86 50 
Oklahoma 6 6 6 0 77 96 56 
South Carolina 10 6 6 0 46 93 73 
Tennessee 16 13 13 0 95 94 59 
Texas 65 64 67 5 254 92 33 
Virginia 46 46 40 –13 134 85 54 
West Virginia 3 4 4 0 55 96 84 

West 653 658 754 15 447 74 13 
Alaska 7 9 8 –11 28 82 22 
Arizona 21 19 19 0 15 73 17 
California 400 424 522 23 58 22 1 
Colorado 40 43 42 –2 64 78 23 
Hawaii 51 39 37 –5 5 20 0 
Idaho 7 7 4 –43 44 95 69 
Montana 9 8 8 0 56 91 48 
Nevada 13 8 13 63 17 76 8 
New Mexico 11 12 12 0 33 91 50 
Oregon 34 32 29 –9 36 75 23 
Utah 4 6 7 17 29 97 64 
Washington 53 49 50 2 39 56 11 
Wyoming 3 2 3 50 23 96 96 

*Population counts are for July 1, 2008. Sources: Providers, 2000 and 2005: reference 1. Population data, 2008: reference 5. 

The potential impact of the loss of providers in a given 
state varies depending on the total number of provid-
ers in that state. For example, the largest decreases in the 
absolute number of providers occurred in New York and 

Florida, each of which had 12 fewer providers in 2008 than 
in 2005. However, this numerical loss of providers repre-
sented a 12% decline in providers in Florida but only a 
5% decline in New York, because the latter had about 250 
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health, and a majority (65%) performed fewer than 30 
abortions in 2008. Twenty-two hospitals reported 400–
999 abortions during the year, and only nine reported 
1,000 or more.
�Physicians’ offi ces. Some 19% of providers were physi-
cians’ offi ces, but these facilities accounted for only 1% of 
all abortions. A majority of these offi ces (57%) reported 
fewer than 30 abortions; our survey may have missed a 
number of small providers in this category.

Early Medication Abortion
Fifty-nine percent of facilities provided one or more early 
medication abortions in 2008, a slightly higher propor-
tion than in 2005; a 4% increase in the number of such 
providers occurred over this period (Table 5). The number 
of nonspecialized clinics that provided early medication 
abortion services increased by 23%, but the numbers of 
hospitals and physicians’ offi ces doing so decreased (by 
13% and 9%, respectively). Eighty-three percent of abor-
tion clinics and 88% of other clinics performed at least one 
early medication abortion in 2008, whereas 25% of hospi-
tals and 55% of physicians’ offi ces did so. The likelihood 
of providing early medication abortion services increased 
with caseload—from 30% among the smallest providers to 
94% among the largest.

A substantial number of clinics and physicians’ 
offi ces—164 facilities, or 9% of all providers—offered 
early medication abortions, but not surgical abortions 
(not shown). Eleven percent of physicians’ offi ces were 
in this group, as were 27% of nonspecialized clinics. 
(Information on number of early medication abortions 
was not available for 34% of nonhospital facilities and 
49% of physicians’ offi ces, and some of these facilities may 
have provided only this service; hence, our estimate is a 
conservative one.)

Some 199,000 early medication abortions were per-
formed in nonhospital facilities in 2008, representing 
a 24% increase from 2005. Mifepristone was used for 
94% of these procedures (187,000), and methotrex-
ate for the remainder (not shown). Slightly more than 
half of early medication abortions were administered by 
abortion clinics, and most of the rest by nonspecialized 
clinics. Physicians’ offi ces averaged about two medica-
tion abortions per month and accounted for only 2% of 
all such procedures. In 2008, some 17% of all abortions 
performed in nonhospital facilities were early medica-
tion abortions; nonspecialized clinics had the highest 
proportion of such abortions (30%). Early medication 
abortions accounted for a larger share of procedures at 
facilities with smaller caseloads: 37–49% at facilities in 
the two smallest caseload categories, but only 9% at those 
with the largest caseloads. We did not collect data on the 
gestational age at which abortions were performed, but 
using gestation data from the CDC,2 we estimate that in 
2008, slightly more than one-quarter of eligible abor-
tions, or those before nine weeks’ gestation, were per-
formed using medication.

providers in both years. The loss of 10 providers in New 
Jersey represented a decline of 12% of that state’s providers. 

In 2008, the overwhelming majority of U.S. counties 
(87%) lacked an abortion provider, and 35% of women of 
reproductive age lived in these counties. The proportions 
were lower in the Northeast (53% and 18%) and the West 
(74% and 13%). The former is the most densely popu-
lated region, which partially accounts for the relatively 
good coverage. In addition, the fact that states in both 
regions have larger (and fewer) counties than states in the 
Midwest and the South helps explain the below-average 
proportions of counties without a provider.

Abortion services are concentrated in cities. However, 
69% of counties in metropolitan areas lacked a provider 
(not shown), and 25% of metropolitan women aged 
15–44 lived in those counties. Almost all nonmetropolitan 
counties—97%—lacked an abortion provider, and 92% of 
women of reproductive age in these areas resided in those 
counties. These fi gures were virtually unchanged from 
those for 2005.1

Types of Providers and Abortion Caseloads
�Clinics. The 378 specialized abortion clinics accounted 
for 21% of all abortion providers, but performed 70% of 
all abortions in 2008 (Table 4). Most of these facilities 
reported 1,000 or more abortions during the year. A total 
of 473 nonspecialized clinics accounted for 24% of all 
abortions; some were similar to abortion clinics in having 
caseloads of 1,000 or more abortions per year. Overall, the 
number of very large providers (those performing 5,000 or 
more procedures) increased by more than 50% between 
surveys: Twenty facilities of this size accounted for 12% of 
all abortions in 2005,1 whereas 31 such facilities provided 
17% of abortions in 2008.
�Hospitals. Thirty-four percent of abortion providers 
were hospitals in 2008, but these facilities accounted for 
only 4% of all abortions. Many hospitals provide abortions 
only in cases of fetal anomaly or serious risk to the  woman’s 

TABLE 4. Number and percentage distribution of abortion providers and of abor-
tions, by caseload, according to provider type, 2008  

Caseload Total Abortion  Other  Hospitals Physicians’ 
  clinics clinics  offi ces*

 No. % No. % No. % No. % No. %

Providers 1,793 100 378  21 473  26 610 34 332 19
1–29 638 36 0 0 49 3 399 22 190 11
30–399 533 30 18 1 193 11 180 10 142 8
400–999 226 13 54 3 150 8 22 1 na na
1,000–4,999 365 20 277 15 79 4 9 1 na  na
≥5,000  31 2  29  2  2  †  0  0  na  na

Abortions 1,212,350 100 846,400 70 295,730 24  52,630  4  17,590  1
1–29  5,860  †  0  0 540 0 3,100 † 2,210 †
30–399 74,740 6 4,500 † 34,000 3 20,870 2 15,370 1
400–999 151,890 13 39,360 3 99,970 8 12,560 1 na na
1,000–4,999  773,320 64  614,220  51  143,000  12 16,100 1 na na
≥5,000  206,550 17 188,320  16  18,230  2  0  0  na  na

*Offi ces that reported 400 or more abortions a year were classifi ed as other clinics.  †Less than 0.5%. Notes: 
Numbers of abortions are rounded to the nearest 10. Abortion counts may not sum to totals, and percentages 
may not add to 100, because of rounding. na=not applicable.
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clinics charged the least ($425), and physicians’ offi ces the 
most ($535). Surgical abortions at 10 weeks’ gestation 
were most expensive at facilities that performed fewer 
than 30 abortions per year ($629) and least expensive at 
facilities with the highest caseloads ($400).

We weighted the cost data by number of abortions to 
account for the fact that more women obtain abortions at 
facilities with lower charges; the resulting measure rep-
resents abortion patients’ mean out-of-pocket expendi-
tures. Women obtaining a surgical abortion at 10 weeks’ 
gestation paid $451 in 2009, on average. The compara-
ble fi gure in 2006 was $413, which is equivalent to $440 
in infl ation-adjusted 2009 dollars.11 Thus, the average 
amount that women paid for a fi rst-trimester surgical 
abortion increased by only $11 between 2006 and 2009.

Abortions after the fi rst trimester cost more because of 
the extra time, skill and resources required. The median 
charge for an abortion at 20 weeks’ gestation was $1,500, 
and charges across provider types and facility caseloads 
ranged from $1,100 to $1,650.

The median charge for early medication abortions was 
$490. Patterns in these charges by type of facility and 
caseload were similar to those for surgical abortions at 10 
weeks, though the price difference between the lowest 
and highest cost facilities was smaller ($50). Notably, the 
median charge for this procedure was higher than that for 
surgical procedures at 10 weeks, perhaps because early 
medication abortion is a newer technology, and provid-
ers consider the cost of the drug an add-on to the cost 
of their services. This general difference in the median 
cost held across provider types and caseloads, with two 
exceptions: At physicians’ offi ces and at facilities with the 
smallest caseloads, a medication abortion cost less than 

Accessibility of Abortion
In addition to number and type of providers, gestational 
limits, cost and antiabortion harassment can affect the 
accessibility of abortion services.
�Gestational limits. Most providers have limits on the 
earliest and latest gestations at which they will perform 
abortions, and women who are very early in their preg-
nancy or in the second trimester may have a diffi cult time 
locating appropriate services. Some 42% of providers 
offered abortions at four or fewer weeks since a woman’s 
last menstrual period (not shown). The greatest propor-
tion of providers offered abortions at eight weeks’ gesta-
tion (95%), and 64% offered at least some second-trimester 
abortion services (13 weeks or later). Twenty-three per-
cent offered abortions after 20 weeks’ gestation, and 11% 
did so at 24 weeks. Access to very early and later abortions 
changed little since 2005, when 40% of providers offered 
abortions at four weeks and 8% did so at 24 weeks.1

Gestational limits varied by provider type. The pro-
portion of nonspecialized clinics performing  abortions 
dropped markedly after nine weeks—98% offered 
 abortions at nine weeks’ gestation, while 63% did so at 
10 weeks—probably because some provided only early 
medication abortion services. By comparison, 98% of 
abortion clinics offered abortions through the fi rst trimes-
ter. Hospitals were more likely than other types of provid-
ers to offer abortions at later gestations: Fifty-eight percent 
reported that they performed abortions at 20 weeks’ gesta-
tion, whereas 36% of abortion clinics did so.
�Cost. A majority of women who access abortion services 
are poor or have a low income, and most women pay for 
the procedure out of pocket.10 The cost of obtaining an 
abortion, which varies by provider type and gestational 
age, may prevent some women from accessing this service. 
In 2009, the median charge* for a surgical abortion at 10 
weeks’ gestation was $470 (Table 6, page 48). Abortion 

TABLE 5. Number of providers offering early medication abortion, percentage change between 2005 and 2008, and these 
providers as a percentage of all providers; and number of early medication abortions provided at nonhospital facilities, 
 percentage change between 2005 and 2008, and these abortions as a percentage of abortions—all by provider type 
and caseload

Provider type Providers Nonhospital medication abortions  
and

 No. % change,  % of providers* No.  % change,  % of abortionscaseload
 2005 2008 2005–2008 2005 2008 2005 2008 2005–2008 2005 2008

Total 1,026    1,066  4 57 59 161,100 199,000 24 14 17

Provider  
Abortion clinics 308  313  2 81 83 91,100 106,000 16 11 13
Other clinics 338       416  23 78 88 65,200 89,000 37 22 30
Hospitals      178       154  –13 29 25 u u u u u
Physicians’ offi ces      202       183  –9 55 55 4,800 4,000 –17 22 23

Caseload 
1–29      201       189  –6 33 30 1,300 1,000 –23 46 37
30–399      286       329  15 54 62 16,000 26,600 66 34 49
400–999      178       182  2 73 81 23,100 32,000 39 15 23
1,000–4,999      346       337  –3 91 92 111,000 120,400 8 14 16
≥5,000        15         29  93 75 94 9,700 18,900 95 7 9

*The denominators are the provider universe for each year.  Notes: Early medication abortions include those performed with mifepristone and methotrexate. 
Numbers of abortions are rounded to the nearest 100. u=unavailable. Source: Provider and abortion data, 2005: reference 1.

*We focus on the median because the mean was skewed by the small 

number of facilities that had unusually high charges.
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picketing with patient blocking, and 21% cited  incidents 
of vandalism. Nearly two-thirds of other clinics reported 
any type of harassment, but only 10% of physicians’ 
offi ces did so.

Harassment was also commonly reported by facilities 
that performed 400 or more abortions per year (89%). 
In 2000, when harassment was last assessed, 82% of 
 providers with this size caseload reported at least one 
of fi ve forms of harassment,4 which suggests a slight 
increase over this period. (Internet harassment was not 
measured in 2000, but even when this item was excluded 
from the 2008 data, 89% of these providers experienced 
at least one type of harassment.) Additionally, between 
2000 and 2008, the proportion of such providers report-
ing picketing increased from 80% to 88%, and the pro-
portion reporting picketing with contact or blocking 
access increased from 28% to 37%; the proportion that 
received bomb threats declined from 15% to 5%. Almost 
all providers that performed 1,000 or more abortions 
had been picketed in 2008, and 63% of facilities that 
performed 5,000 or more abortions reported picketing 
that involved blocking or physical contact. Nearly one in 
fi ve of the largest facilities reported a bomb threat.

The incidence of harassment varied by region; 85% of 
providers in the Midwest and 75% in the South experi-
enced any form of harassment, compared with 48% and 
44% in the Northeast and the West, respectively. All types 
of harassment were more common among facilities in the 
Midwest and the South than elsewhere. Levels of harass-
ment did not vary by gestational age at which abortions 
were offered among providers that performed 400 or more 
per year (not shown).

DISCUSSION
The long-term national decline in abortion incidence has 
stalled and may have ended. Both the number of abortions 
and the abortion rate increased slightly between 2005 and 
2008. Notably, the small change in abortion incidence 
at the national level masks substantial changes in some 
states.

Delaware’s abortion rate is twice the national average 
and refl ects, in part, that residents of other states obtain 
abortions in Delaware. Out-of-state residents accounted 
for an estimated 25% of abortions performed in the state 
in 2004.9 However, the apparent dramatic increase in the 
state’s abortion incidence is probably spurious, because 
abortions in 2005 were underreported at one facility.

In other states, shifts in abortion incidence may be 
partially explained by interstate dynamics. For example, 
the decrease in the number of abortions in New Jersey 
was paralleled by an increase in the number in neigh-
boring Pennsylvania. In 2004, some 12% of abortions 
among Pennsylvania residents were obtained out of 
state,9 but this proportion may have dropped in 2008. 
Meanwhile, although the District of Columbia still has 
one of the highest abortion rates in the country, it had 
the greatest decrease in abortion rate between 2005 and 

a surgical procedure. These providers may specialize in 
medication abortion and, in turn, charge more for surgi-
cal abortion because it requires more training and spe-
cialized equipment.
�Harassment. Exposure to antiabortion harassment was 
common among nonhospital abortion providers in 2008: 
Fifty-seven percent experienced at least one of six types of 
harassment (Table 7). Picketing was the most common 
form of harassment (reported by 55%), followed by pick-
eting combined with blocking patient access to facilities 
(21%). Internet harassment was assessed for the fi rst time 
in this survey, and 3% of providers reported that protesters 
had posted pictures of patients on the Internet. 

The overwhelming majority of abortion  clinics—88%—
experienced at least one form of harassment in 2008. 
Eighty-seven percent reported picketing; 42% reported 

TABLE 6. Charges and average amount paid for nonhospital surgical abortions at 
10 and 20 weeks’ gestation and for early medication abortions—all by provider type 
and caseload, 2009

Provider type   10 weeks 20 weeks Early medication 
and caseload

 Charge 
Paid,

 Charge Charge 
Paid,  

mean
   

mean Mean  Median  Mean Median  Mean  Median  

All  $543 $470 $451 $1,562  $1,500 $506 $490 $483

Provider type         
Abortion clinics 430 425 428 1,555 1,500 468 450 472
Other clinics 535 475 502 1,601 1,525 511 500 513
Physicians’ offi ces 683 535 550 1,535 1,500 542 500 463
 
Caseload         
1–29 747 629 761 u  u 580 500 594
30–399 551 475 515 1,623 1,500 496 500 484
400–999 485 450 486 1,550 1,650 498 475 496
1,000–4,999 447 430 448 1,584  1,525 482 475 483
≥5,000 415 400 419 1,271  1,100 468 450 474

Note: u=unavailable because cases are too few to produce reliable fi gures.

TABLE 7. Percentage of nonhospital providers experiencing harassment, by provider 
type, caseload and region, according to type of harassment, 2008

Provider type,   Any  Picketing Picketing Vandalism Picketing Bomb Patient
caseload and    with blocking  of staff threat pictures
region   or contact  homes  posted 
       on  Internet

All 57 55 21 12 5 3 3

Provider type 
Abortion clinics 88 87 42 21 9 7 7
Other clinics 65 63 18 11 3 2 2
Physicians’ offi ces 10 7 1 3 2 0 0

Caseload        
1–29 9 5 0 4 1 0 0
30–399 35 32 7 6 3 1 0
≥400 89 88 37 19 7 5 5

400–999 77 77 23 12 3 3 0
1,000–4,999 94 93 42 22 8 5 7
≥5,000 100 100 63 19 15 19 9

Region        
Northeast 48 47 14 6 1 1 1
Midwest 85 79 41 20 9 8 7
South 75 73 34 15 8 7 7
West 44 43 12 12 3 1 1
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 surgical abortion increased by only $11 between 2006 
and 2009. This small change was particularly notable 
given that medical price infl ation has increased at a faster 
pace than infl ation in other sectors.14 The moderate rise in 
abortion cost may be the result of overt efforts by provid-
ers to keep the procedure affordable, or given the increase 
in poverty among abortion patients,10 it may refl ect that 
more women obtain abortions at facilities that charge 
the least.

Most nonhospital abortion providers experienced at least 
one form of harassment, and the proportion of large pro-
viders reporting any form of harassment increased slightly 
between 2000 and 2008. For the fi rst time, we examined 
variations in harassment by provider type, caseload and 
region; virtually all abortion clinics and large facilities had 
experienced at least one form of harassment, as had at 
least three-quarters of providers in the Midwest and the 
South. Extreme forms of harassment lead to fewer abor-
tion providers,3 and the relatively high levels of harass-
ment in the South and Midwest may have contributed to 
both the decline in numbers of abortion providers and 
their relatively small numbers in these regions.

Media reports suggest that the economic recession that 
began in late 2007 has led to increased demands for abor-
tion services.15,16 This study was unable to assess these 
claims, as the small increase in abortion incidence began 
before the recession.

Limitations
We are aware of several limitations in our data. 
Undoubtedly, some abortion providers were not counted 
because we were unable to identify them. An earlier survey 
specifi cally designed to assess the extent to which provid-
ers are missed found that our census overlooks a number 
of small providers and suggested that the actual number 
of abortions in 1992 was 3–4% greater than the census 
indicated.17 Undercounting has likely become more pro-
nounced over the last decade because of the integration 
of mifepristone for early medication abortion at facilities 
that do not offer surgical abortions.1,12 In particular, facili-
ties that performed few abortions may have been reluctant 
to identify themselves as abortion providers and may not 
have responded to the survey mailed out by the distribu-
tor of mifepristone. 

While these dynamics might infl uence statistics related 
to the total number of providers, facilities with larger 
caseloads—which account for the overwhelming major-
ity of abortions—are more easily identifi ed because they 
are typically known by other providers in their commu-
nities and advertise on the Internet and in the yellow 
pages. In addition, although we made intense efforts to 
obtain data from all known abortion providers, we had 
to make informed estimates for some facilities. Similarly, 
our weighting procedure assumed that nonhospital facili-
ties that did not respond to specifi c items resembled those 
of the same type and in the same region that did respond; 
if this is not the case, information about these aspects of 

2008, while neighboring Virginia had an increase. Over 
this three-year period, the District of Columbia experi-
enced a substantial decline in providers because several 
clinics closed. In 2004, almost one in fi ve abortions in 
the District were obtained by nonresidents,9 and in more 
recent years women likely chose to obtain an abortion 
in their state of residence, or had no choice but to do 
so. Indeed, the increase in  abortion incidence in Virginia 
may refl ect that fewer of this state’s women traveled to 
the District to terminate their pregnancies, as well as that 
more women traveled from the District to Virginia for this 
purpose.

Changes in abortion incidence may also be due to devel-
opments within a state. For example, the abortion rate in 
Georgia increased 18% between 2005 and 2008. The state 
gained three large clinic providers (including an abortion 
clinic), but it lost fi ve small providers (hospitals and phy-
sicians’ offi ces). As a result, the proportion of women of 
reproductive age who lived in counties without a provider 
declined by fi ve percentage points from the 62% level 
found in 2005,1 and the shift in provider types may have 
increased access to services and, in turn, the abortion rate.

This is the fi rst census since 1982 showing no decline 
in the number of providers,9 but we believe that the very 
small increase in the number of providers between 2005 
and 2008 is due to the collection of more accurate data. 
In particular, new information from the California health 
department resulted in the inclusion of 65 more hospi-
tal providers, which performed a small number of abor-
tions in 2008. If these facilities had not been included, 
the national number of abortion providers would have 
declined by 3% between 2005 and 2008.

Early medication abortion has become an integral part 
of abortion care. Although the proportion of providers 
offering this service increased only slightly between 2005 
and 2008, both the number of early medication abortions 
and the proportion of all abortions accounted for by this 
method grew substantially. Mifepristone use has grown 
steadily since its introduction in the United States in 2000, 
and substantially in recent years. We found a large increase 
in the number of mifepristone-induced abortions, from 
158,000 in 200712 to 187,000 in 2008. This increase over 
one year corresponds with recent usage estimates from 
the manufacturer and may suggest an increased reliance 
on this procedure.13 Early medication abortion appears 
to be particularly important for nonspecialized clinics; it 
accounted for 30% of all abortions at these facilities, and 
a minimum of 27% of nonspecialized clinics offered only 
early medication abortion services.

Most of our measures of accessibility of abortion services 
showed little change between 2005 and 2008. As in the 
earlier year, 35% of women of reproductive age lived in the 
87% of counties that lacked a provider. The proportions 
of providers offering abortions at four weeks after a wom-
an’s last menstrual period and at 24 weeks also remained 
stable. Furthermore, after adjustment for  infl ation, the 
average amount that women paid for a  fi rst-trimester 
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abortion services may be somewhat inaccurate. Finally, 
data inaccuracies may have been introduced when facili-
ties (particularly those that do not use electronic records) 
provided us with abortion estimates.

Conclusions
While nationally it would appear that little has changed 
regarding abortion incidence, abortion is only part of the 
larger picture of unintended pregnancy, and information 
on unintended births is also needed. An increase in the 
rate of unintended births along with the abortion rate 
would indicate that unintended pregnancy is on the rise. 
Alternately, if the rate of unintended births decreased, 
then the slight increase in the abortion rate might indicate 
that abortion had become more accessible. Between 1994 
and 2000, abortion rates increased among poor and low-
income women, while they decreased among those with 
higher incomes;18 the fact that the representation of poor 
women among abortion patients increased between 2000 
and 2008,10 while the abortion rate declined only slightly 
during this period, suggests that barriers to abortion ser-
vices were reduced for this population. In the context of 
the economic recession that was occurring in 2008, their 
growing representation could also signify that increasing 
fi nancial instability left low-income women less able to 
prevent unintended pregnancy or less well equipped to 
carry an unintended pregnancy to term.

Patterns in abortion incidence and number of provid-
ers have several public policy implications. Abortions are 
usually the result of unintended pregnancies;19 affordable 
family planning services need to be widely available to 
women and their partners to reduce the number of unin-
tended pregnancies and, in turn, abortions. In addition, 
it is important to remove barriers to abortion services, 
especially for low-income women. Only 17 states use 
their own funds to cover all or most medically necessary 
abortions for women with Medicaid coverage.20 If more 
states did so, or if federal restrictions on Medicaid cover-
age for abortions were lifted, poor women could more eas-
ily access services when confronted with an unintended 
pregnancy. Harassment of abortion providers continues to 
be a problem, particularly in the Midwest and the South. 
More states need to enact and enforce laws that prohibit 
the most overt and damaging forms of harassment and 
allow access to this legal, needed and basic health care 
service.
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