A significant cost differential obviously exists between
inpatient and outpatient abortion services. The feasibility
of providing outpatient vacuum aspiration procedures has
been adequately demonstrated during the past few years,
and as the fraction of women seeking early abortion
increases the use of outpatient facilities should also
increase. The effects of such a shift were also investigated.

As the fraction of outpatient abortions was increased
from a low of 10 per cent to a high of 90 per cent, the costs
of providing services decreased by about one-third. Hospital
patient-day requirements dropped dramatically. Such a
shift requires, however, that women with preexisting
conditions that may significantly increase their risk of
mortality or morbidity be carefully screened and directed
to the facility best able to treat them.

The importance of the time point in pregnancy that
the abortion is performed is evident. Early abortions have a
multitude of health and economic benefits whereas late
abortions present both an increased burden to the health
care system and an increased threat to the woman’s health.

The national requirements for abortion services, at the
level of services experienced in New York, or even
somewhat higher, are not excessive. The space each facility,
and the time each gynecologist, would have to allocate to
these services is also not excessive, especially as an
increasing fraction of abortions are performed during early
pregnancy.

Alternatives to abortion should also be widely avail-
able. The importance of contraceptive services, infertility
treatment, and other aspects of comprehensive medical care
for human reproduction should also be emphasized.
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Introduction

Changes in the New York state abortion law, permit-
ting the termination of pregnancy at the discretion of the
patient and her physician prior to the 24th week, were
accompanied by a 50 per cent decline in the maternal

mortality’ rate in New York City. There was an unexpect-
edly large decrease in the neonatal mortality rate,* and, for

* Pakter, J. Personal communication.
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the first time in a decade, a decline in the number of
illegitimate births' was noted.

The apparent effects of the new law on perinatal and
neonatal mortality and maternal morbidity and mortality at
the Harlem Hospital Center are presented in this report.

Subjects and Methods

The following neonatal and obstetrical data at Harlem
Hospital Center for the years 1966 through 1971 were
analyzed: total deliveries (live births plus fetal deaths); fetal
deaths (fetuses dying in utero weighing 500 gm or more at
delivery); neonatal mortality rates, expressed as deaths
within the first 28 days of life (limited to those occurring in
the hospital prior to discharge) per 1,000 live births
(subdivided into two categories: 750 gm or less and greater
than 750 gm); perinatal mortality rates, expressed as
hospital neonatal deaths plus fetal deaths per 1,000
deliveries; surviving newborns weighing 750 gm or less at
birth; maternal mortality; admissions for incomplete abor-
tions*; and voluntary abortions. The transition year of
1970 was divided into the first 6 months (preabortion
liberalization) and the second 6 months (following liberal-
ized legal abortion).

Results

The total number of deliveries at Harlem Hospital
Center declined from 3,149 in 1966 to 2,222 in 1968 and
then remained virtually unchanged through 1971. During
the latter year, the number of voluntary abortions (2,164)
approximately equaled the number of deliveries (2,370).
There was no decline in the number of fetal deaths in 1971.
The in-hospital neonatal mortality rate, which averaged
33.9 deaths per 1,000 live births in the period of 1966
through 1969, decreased to 18.9 per 1,000 live births in
1971 (x* = 8.8, p < 0.005). To a large extent, the decline
was due to the decrease in the incidence of live-born infants
weighing 750 gm or less from 18.9 per 1,000 (1966 to
1969) to 8.3 per 1,000 in 1971 (x2 = 7.6, p < 0.01). The
survival rate of infants of this size at Harlem Hospital
Center is 3 per cent.

The frequency of admissions for incomplete abortions
in relation to the annual number of deliveries was
significantly lower in 1971 (308/2,370) than in 1966 to
1969 (2,390/10,345) (x> = 36.7, p < 0.001).

Maternal deaths have been rare throughout the study
period. Since July, 1970, only two have occurred. One of
these, which was abortion-associated, occurred in a woman
with sickle cell anemia who died of complications of her
primary illness.

* This group was comprised primarily of women
admitted for early spontaneous termination of pregnancy
occurring either immediately prior to or following
admission. However, there were undoubtedly some women
in this group whose termination of pregnancy was
secondary to some type of interference,

718 AJPH JULY, 1974, Vol. 64, No. 7

Discussion

Prior to 1970, neonatal mortality rates at Harlem
Hospital Center far exceeded those of both the white and
nonwhite populations of the United States.? This was due
primarily to the large number of infants with birth rates
below 750 gm in whom the mortality is 97 per cent. During
the period before 1970, the incidence of admissions for
incomplete abortions was extremely high, with about one
for every four deliveries. Following legalization of abortion,
a marked decrease occurred in the number of very low birth
weight nonviable infants and simultaneously in the neonatal
mortality rate. Concurrently the number of admissions for
incomplete abortions decreased. It is our impression that
prior to July 1, 1970, many of the ‘“spontaneous”
abortions were performed illegally.

The decline in the number of nonviable but live-born
premature infants is of special interest. There is strong
indirect evidence that many illegal abortionists in this area
preferred to delay the intervention until after the 16th
week of gestation. The insertion of an indwelling catheter
through the cervical os at that time would result in the live
birth of an immature nonviable infant. It was this group of
infants who contributed greatly to the previously high
neonatal mortality rates.

It will be several years before the full impact of the
voluntary abortion program can be determined. Thus far,
the overall decline in neonatal and maternal mortality has
been striking.

Performance of abortion in a hospital setting has been
shown to be relatively safe>™> and is associated with
minimal maternal morbidity and mortality. However, some
centers have reported frequent adverse effects.® Careful
evaluation of all direct and indirect effects of voluntary
abortions is therefore of the utmost importance.”
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